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PREFACE 


The term “diagnosis” is a direct derivative from the Greek diagignoskein, 
which literally means discriminating and separate knowledge. When 
Properly applied to all branches of medicine, including psychiatry, the term 
connotes a thorough understanding of an individual patient as distinguished 
from all others, as opposed to a Procrustean relegation to iatropoietic cate- 
gories. 

This truism posed a dilemma to the organization of this book. On the 
one hand, the psychiatric student and resident, through routine texts and 
lecture series appropriately fragmented to conform with a currently official 
Diagnostic Manual, is taught to impound his patients within atavistic en- 
closures miscalled mental diseases. On the other hand, as he gains clinical 
experience and wisdom, he must recognize that the nosologies he was 
taught have almost no etiologic, phenomenologic, pragmatic or therapeutic 
Significance other than to accumulate misleading statistics. Instead, he 
finds that every person has almost every mode of behavior available, and 
that whether the various adaptive or maladaptive patterns he utilizes at a 
given time are labeled either “normal” or, pejoratively, ‘‘neurotic,” 
“sociopathic,” “borderline” or “psychotic” depends in large part on 
whether or not the patient’s conduct is compatible with the therapist’s con- 
Cept of time, place and social order. 
~ For the sake of current compatibility, the chapter and section headings 
in this treatise will follow the Second (1968) Revision of the Diagnostic and 
Statistical Manual of Behavior Disorders; however, the fifty case histories, 
although coded by DSM II, will cite all of the intricate genetic, 
experiential, ethnic, cultural and other interacting vectors relevant to the 
etiology, symptomatology and prognosis injevery unique instance. So also 
the versatile rationale and comprehensive modes of therapy described tran- 
Scend current nosologic boundaries. ‘ 

An appended glossary and name and subject indices will, it is hoped, 
further commend this volume to all who deal empathetically and helpfully 
with human relationships and vicissitudes. 


Jules H. Masserman, M.D. 


Know then thyself, Presume not God to scan; 
The proper study of mankind is Man.... 
Sole judge of truth, in endless error hurl'd 
The glory, jest, and riddle of the world 


From “An Essay on Man,” by Alexander Pope 


Chapter 1 


CLINICAL SYNDROMES IN PSYCHIATRIC DIAGNOSIS 


It is a common complaint that the current system of psychiatric classifi- 
cation outlined in the Second Edition of the Diagnostic and Statistical 
Manual adopted by the American Psychiatric Association in 1968 employs 
terms which have long since lost their original connotations and that now 
have little reference to the etiology, nature, phenomenology, prognosis or 
therapy of the behavior disorders to which they are applied. It may even be 
objected that the derivatives of the root term psyche have reference to a 
quasi-mystic abstraction which can be diseased (“psychopathology”), can be 
melted down (*psychoanalyzed”) or healed by subservient treatment 
(psychotherapy; Greek theraps = servant). Conversely, the term neurosis, 
though now applied to “general affective dysfunctions” (Cullen, 1769), spe- 
cifically defined as not attributable to gross organic changes in the nervous 
System, stems from historical concepts that neuroses were caused by sejunc- 
tions or diaschises (von Monakow) in the neuronal pathways. Still unwilling 
to deny the possibility of such neuropathologic changes, Freud, too, in his 
early writings, distinguished the actual (Feuchterleben, Wernicke) neuroses 
(e.g., neurasthenia, which he attributed to the adverse physiologic effects of 
masturbation) from the psychoneuroses, which had a purely psychologic 
Causation—a distinction which has nearly everywhere been abandoned. Even 
More anachronistic are other terms used for the various “types” of neuroses, 
€.g., hysteria, so-called from the Hippocratic theory that the disorder was 
Caused by a wandering uterus (Aysterus) which, when it caught in the throat, 
was sensed as globus hystericus. On this basis, indeed, hysteria was regarded 
as an exclusively feminine affliction until Greisinger, Charcot Janet, er al. 
demonstrated, against the usual a priori disbelief, that “hysterical” disorders 
also occurred in male patients presumably immune to uterine wanderlust. 
Even apart from the derivations of such terms, the rigid systematiza- 
tion of mutually exclusive diagnoses in current tables of psychiatric classifi- 
Cation gives a false impression that they actually deal with independent 
disease entities. Unfortunately, the student of psychiatry, however ac- 
Customed he may have come to delight in the puristic fitness of most scien- 
tific terminology, must instead learn to use a vocabulary about as inap- 
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plicable to a dynamic study of behavior as the Ionic terms, air, fire, earth 
and water, would be to a modern study of nuclear physics. : 

Numerous previous attempts had been made to remove these semantic 
confusions and thereby facilitate research and therapy. One obvious possi- 
bility was to set up an entirely new terminology based on the 
comprehensive etiologic, dynamic, prognostic and therapeutically ac- 
cessible aspects of behavior rather than on classifications of its protean, 
infinitely variable manifestations. Adolf Meyer attempted to do this in his 
system of “ergasiology” in which the “indissoluble psychobiology” of the 
whole individual was studied from a constitutional, developmental and 
adaptive as well as a merely phenomenologic standpoint. Kubie, Soule, 
Dunbar, Rado, Walter Menninger and others proposed other terminologic 
systems, each of which had its special merits. And yet experience has 
shown that such efforts have succeeded only slowly, if at all, and that psy- 
chiatrists have continued to cling to terms which, to use another simile, 
have as little relevance to the subject matter of psychiatry as do the 
mythical names of the stellar constellations to astronomical physics. 
Nevertheless, this conservatism persists and, like other cultural phenomena, 
is not amenable to drastic or unilateral changes. The clinical classifications 
used in this book therefore remain in conformity with the official DSM.* 
However, in accordance with modern biodynamic orientations, this ter- 
minology should be employed with the followin 

l. That the “diagnostic” 
modes of behavior and not to di 


g implicit provisos: 

terms used refer roughly to predominant 
sease entities. (See Glossary.) 

2. That even the larger categories of disorder as well as the sub-groups 
differ from “normal” only in the degree, persistence and relative un- 
adaptability of the “aberrant” patterns with relation to the patient’s cur- 
Tent or prospective milieu, 

3. That any diagnosis can be only relatively “differential” and never 
snide since nearly every known Pattern of “normal” or “abnormal” 
behavior 1S Operative tc a greater or lesser degree in every subject. Rather, 
Psychiatric “diagnosis” (Greek: thorough understanding) consists in a 


i . in accordance with 

actional concepts, the English derivative mind be regarded as a verb 

(denoting process) rather than as an essentially undefinable substantive or noun. In this sense, 
the mentally retarded or organicall 


i ) ‘ Patient cannot “mind” (sense, perceive, 
Conceive) his surroundings or, in mnemonic defects, “remind” himself of significant past 
experiences (those which did not Pierce through). In contrast, “neurotics” and “psychotics” 
distort, in various socially deviant degrees, and ther 


; ! ° d ; eby do not “mind (accept, obey, adapt to) 
their social order, with various Prognostic and therapeutic considerations. 
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recognition and weighing of the predominant deviations of behavior, with 
full allowance for other reactions, even though present to a minor degree. 
In this sense, although all “neuroses” and “psychoses” are mixed, the 
relative prominence of a few patterns may justify a clinically meaningful 
designation. 

4. Similarly, prognosis is not an inevitable consequence of any classifi- 
catory label, since nearly all behavior tendencies are reversible to a greater 
or less extent; indeed, many acute “psychotic” reactions are more readily 
amenable than some labeled “neurotic.” Prognosis, therefore, depends on 
an evaluation of the origin, tenacity and influenceability of the patient's be- 
havior tendencies and on the possibility of channelizing them into new and 
more favorable adaptations by available therapeutic means. 

No efforts to describe exhaustively all possible semiotic combinations, 
therefore, can or need be made, and it is with this proviso that the 
following descriptions and case illustrations are presented, beginning with 
the problems most frequently encountered and proceeding to the more 
manifestly deviant syndromes. The observer, unprejudiced by rigid 
nosologies and instead prepared to comprehend what he sees, hears and 
elicits, will then expand his clinical perceptions and round out his diag- 
nostic acumen. 
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Chapter 2 


PERSONALITY DISORDERS 


The diagnosis of personality disorder (DSM, II, Section 5) is, perhaps 
more than any other, likely to be a subjective and cultural judgment of a 
person's behavior phrased in such subtly pejorative psychiatric terms as 
“‘passive-aggressive,”’ “inadequate,” paranoid, etc. Indeed, the implicit con- 
notation of sociopathic personality is still “any patient whom most people— 
and especially I—don’t like, can’t treat, and can’t commit.” More objec- 
tively these are persons who, instead of developing specific symptoms such as 
Phobias or psychophysiologic dysfunctions, manifest their conflicts in 
repetitive familial, sexual, occupational and other social maladaptations. 
Franz Alexander has drawn a parallel distinction between the internalized 
autoplastic reactions of the hysteric or compulsive patient on the one hand, 
and the alloplastic or externally directed activities of the sociopathic per- 
sonality on the other. Such differentiations, then, attempt to distinguish 
“personality disorders” from the following (see Glossary): 

1. “Normal behavior,” in which, of course, the subject also ‘acts out” 
his motivations and adaptive patterns, but in a more interpersonally and 
socially compatible manner—or at least sufficiently so that the subject 
neither wishes psychiatric help nor comes into major conflicts with his 
social order. 

2. The psychosomatic disorders, in which the symptomatic aberrations 
are primarily sensorimotor or organic. 

3. The phobic-obsessive-compulsive neuroses, in which aberrant total 
behavior is obviously involved, but in more limited and circumscribed 
fashion; i.e., symbolic thoughts, aversions or compulsions aroused only 
under specific circumstances. 

4. The borderline personality, a classification proposed by R. Grinker, 
Arlene Wolberg and others on the implied assumption, difficult to maintain 
clinically, that there are definite “borders” to the diagnostic categories 
listed above and below. 

5. Criminality, in which the patient consciously acts against the social 
order and, presumably, has little or no conflict over his conduct and only 
subliminal incentives to change it. 

6. The psychoses, in which behavior becomes more dereistically fan- 
tasy-ridden, sweepingly disorganized or markedly regressive. 
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TYPES OF PERSONALITY DISORDERS (DSM II, 301) 


The term “personality” has an interesting derivation from the Latin per- 
sona, the mask through which an actor speaks. Etymologically, then, “per- 
sonality” connotes not the real individuality of the actor, but the external 
appearance he assumes and the roles he rehearses and plays. The following 
pseudo-descriptive terms are used: 

Constitutional inferiority. This connotes a presumption that the 
patient’s difficulties in behavior are due to congenital defects or an infe- 
riority of physical makeup established so early in life as to justify the term 
“constitutional.” The term might be applicable to the congenitally retarded 
(cf. DMS II, Section 3) or, in a far less exact sense, for those rare patients 
who, though not intellectually defective, seemed from their earliest days in- 
capable of developing self-control or social res 
called by Prichard moral insanity. As noted, the current term, “sociopathic 
personality” (v.i.), if loosely used, is less indicative of the nature or etiology 
of the behavior disorder than of an attitude of superiority over, and re- 
jection of, the cultural environment. 

Inadequate personality. This has fewer organic connotations than 
“constitutional inferiority” but is scarcely more meaningful from an opera- 
tional standpoint. It is generally applied to individuals who, even though 
they are relatively content and well accepted in their own milieu, have not 
achieved a degree of familial, educational, sexual, social or occupational 
success considered “adequate” in a different culture. As may be anticipted, 

inadequate personality” has often been used glibly and sometimes with 
not altogether unconscious Smugness to describe the harmless vagabond, 
the untroubled bohemian, the impoverished, the unproductive but happy 
minor artist and other such folk not too concerned about either the 
opinions or the officiousness of the social order, and who manage to remain 
relatively serene—to some observers annoyingly so—in their chosen role. 
More objectively employed, the term has some usefulness in denoting 
patients who fail to achieve Successes prescribed for them because of moti- 
vational or other adaptational deficiencies; even in this connection, 


however, it must be remembered that, if the standards were to be revised, 
their Psychiatric difficulties” would disappear. 


ponsibility—a category first 


tn — and “puerile” personality are terms describing behavior 
‘culties parallel to those mentioned and ascribed to “emotional im- 
maturity” 


1 in adult individuals who have 
consistently re 


g i 4 remained fixed at, or have 
Tessed to, the n; issisti 
of'childhood, arcissistic, dep 


endent and aggressive patterns 
Sel Oe (formerly “psychopathic” ) personality. This term is ap- 
adition ner otherwise classifiable in the above categories, who has in 

‘veloped behavior patterns which conflict seriously with the 
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social mores and, potentially or actually, with pedagogic, clerical, police, or 
other regulatory authorities. In this group would fall sexual exhibitionists, 
inverts or perverts, kleptomanics, pyromaniacs or other compulsively 
destructive individuals, alcoholics and drug addicts, and patients with pat- 
terns of neglectful, irresponsible, or overtly hostile behavior leading to 
serious consequences for themselves, their homes, their families and their 
business or other associates. Obviously, in such cases the differentiation 
from “pure” criminality would theoretically lie in the sociopath’s recur- 
rent (though superficial and transient) conflicts over his behavior, in his 
recurrent professions of regret and in his transiently sincere desire for psy- 
chiatric or other help in altering his conduct. Actually, however, the dif- 
ferential criteria of inner conflict, external “intent” and partially main- 
tained social “rapport” are complexly determined and difficult to fix on 
either legal or psychiatric grounds. 


For example, is a mother with intensely ambivalent feelings about her children 
to be judged more “criminally neglectful” if she escapes from her conflict by 
“sociopathic” alcoholism and extramarital affairs, or if she harms her offspring 
much more by neurotically excessive but socially tolerated overindulgence or rigid 
discipline? Or again, is a husband more entitled to a divorce if his wife is physically 
abusive to him and neglectful of his home, or less so if, while observing every ap- 
Pearance of social amenity, she makes his private life unbearable by covert depre- 
ciation, sexual frigidity, “unthinking” extravagance, and other subtle but excru- 
Clating hurts and frustrations? Such questions raise juristic as well as psychiatric 
Problems that cannot be scientifically resolved by arbitrary classifications which do 
not correspond with the complex multidimensionality of human conduct. 


We must infer that the distinctions between “neuroses” and per- 
sonality disorders and among the various “types” of neurotic character are 
far from definitive since, as will be seen, all forms of neurotic behavior (a) 
Shade off from “normal” only by virtue of teleologic and social gradations; 
(b) are inevitably accompanied by some degree of internal conflict and 
anxiety; (c) always involve the “total personality” no matter how 
Prominent certain “psychosomatic” oF other special manifestations may 
be; (d) necessarily have concealed asocial or antisocial incentives or 
“intent,” whether primary or secondary, and finally, (e) are on pTESSIYE of 
fantasy formations which are distinguishable from those in psychoses only 
by the circumstances that in the neuroses the socially compatible eem 
Promises and adaptations have not broken down to as great an extent.* In 


* In an earlier treatise, Current Problems in Psychiatric Diagnosis (Hoch and Zubin, 
Editors, Grune & Stratton, 1953), O. Diethelm has a chapter on “The Fallacy of the Concept: 
Neurosis." T. Rennie anyaates the abolition of the term psychosis, and M. Guttmacher, an 
authority on forensic psychiatry, states that “at present, the diagnosis of a Psychopathic per- 


sonality į . n a 
Pnality is Practically meaningless. 
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the diagnosis and therapy of the character neuroses ax agen A a 
namic psychiatry—it is therefore evident that GRATES, plate ie es 
dynamic formulations will be found more useful than ttie prej al, 
galistic or social judgments implied by our current nosology. 


“TYPOLOGY” OF BEHAVIOR 


Homer and Sophocles portrayed with consummate skill the ames 
varieties of human experience that also illumine the plays of sinh Die 
the novelettes of Voltaire, or the Pages of Strindberg and REO TE 
They described no automatons performing with mechanical E RUR 
cording to some prescribed “type™; on the contrary, all dramatis cates 
nae, real or fancied, were seen to be too richly complex for such ane 
predictable puppetry. And yet when self-professed savants sought to clari y 
man’s conduct, they began to slight its dynamic depths and initie 
subtleties in a vain search for a simple typology that would create, by force 
of edict if necessary, some semblance of order in their studies. This apr 
proach was first given a certain philosophic dignity by Theophrastus, BS 
totle’s successor at the Lyceum of Athens, and, as traceable through Galen 
in early medicine, Jean La Bruyere (1645 96) and the French charac- 
terologists, to Allport and other more modern “ 
Kraepelin in psychiatry, 
nosologic thinking. A ty 
analysis” may be quoted 


trait” psychologists A 
typology still channels some phenomenologic Ab 
pical instance of such unidimensional “character 
from Theophrastus himself: 


CASE 1. The Penurious Man by Theophrastus. A Penurious Man is one On 
goes to a debtor to ask for his half-obol interest before the end of the month. per 
dinner where expenses are shared he counts the number of cups each person Annee 
and he makes a smaller libation to Artemis than anyone. If someone has mae 
good bargain on his account and presents him with the bill he says it is too much: 
When his servant breaks a pot or a plate, he deducts the value from his food. If ns 
es furniture, beds, chests and hunts in the curtains. If = 
s such a price on it that the buyer has no profit. He ee 
a fig in his garden, to walk on his land, to pick up an olive ae 
goes to see that the boundary marks of his property have no 
compound interest. When he entertains 


i i em: lf 
me, he is careful to Serve very small pieces of meat to them. 
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foranonineeihe y 
EE they have hair cut short and do not put on their shoes until midday; 
a she: ae T sie as i a 
i when they take their cloak to the fuller they urge him to use plenty of earth so 
that it will not be spotted so soon. 


rity eal Wheat interesting Nieran portrai Theophrastus skill- 
3 ares a expressions of a single “personality trait” — 
Penuriousness and, indeed, describes behavior patterns recognizable in 
certain guardians of academic and research purse-strings today. It is 
equally obvious, however, that in order to preserve this simple autoch- 
thonous approach. Theophrastus makes no attempt to canvass the total 
character of the “penurious man”: his taste in music, his bravery in battle, 
his religious beliefs, his skill and delight in throwing a javelin, his sexual 
oe ar his devotion: to his country or his children. And if 
vities. in ee = Ge his modern disciples were to postulate that special procli- 
under T ese and other fields of human conduct are also to be subsumed 
e headings of separate “traits.” there still remain the highly im- 
ieee as to the interrelationships of these patterns, their 
Nir a multiple dynamic sources, and the circumstances that influence 
s66ia): i a is Joint expression: In this connection, too, the subjective and 
erante pi of all “trait” evaluations make their troublesome ap- 
thirty ae “ar example: it is perhaps significant that none of Theophrastus 
larly A sketches of various “types of Athenian character is particu- 
(aches plimentary to its subject: indeed, despite his assumed scientific de- 
EAA Theophrastus, like his modern counterparts, seems to have 
re his fellow citizens with a cynical, if not a pronouncedly jaundiced 
we And yet the man Theophrastus, with some moderation, called 
RESOR would have been praised by his grateful creditors or heirs as 
“ Oresighted™ and “thrifty.” or, conversely, more severely denounced as 
rent oF “heartless” by disappointed aspirants for his benefactions. 
to P, scientific questions of even greater importance ae with ead 
did th ee dynamisms and influenceability of the man s.behavibr, ; y 
€ man become penurious in the first place? Was It caused” by his 

s intercurrent illnesses, oF all three 
figuration, under what circum- 
» And, if his miserliness has 
what, from a prag- 
f life more satisfac- 


ae Carly, on later experiences, hi 
stan mie more? With a given etiologic con 
Ces is he likely to be more or less penurious 
bigs S burden to himself, his family or his society, 
tory t standpoint, can be done to change him to a way o 
© all concerned? 
TE e a as These long a classifi 
Study ar Ss the exclusively descriptive and f a 
has character, and made the development © 
fae a scientifically necessary. The following case 
ent clinical illustrations: 


go probed the biases. inadequacies, and 
catory approaches to the 
a dynamic psychology of 
histories may serve as 
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CASE 2. Antisocial (borderline) personality (DSM II 301.7) with alcoholism ee 
neurasthenic neuroses (300.5). A 22-year-old youth applied to the sein pend 
and genitourinary clinic for relief of anorexia, weight loss, dysuria and dull e 
pains. Since all physical findings were normal and he failed to improve under nd 
tary regulations and medical therapy, he was referred for psychiatric study. ses 
following history (with minor alterations to conceal identity) is transcribed from his 
record (see Vol. I of this series for interview techniques): 

Complaints. The patient recapitulated the symptoms of which he had com- 
plained in the medical clinics and stated that he had been in no way benefited by 
medication and diet. He added that he had als eri 
suffered sexual impotence during 
ad become increasingly alcoholic and 
aily. 


found it difficult to curb his de 


mands and temper at school and elsewhere despite 
the fact that, in retrospect, his 


behavior made him increasingly disliked and in- 
gence he could make good grades with little study. 
and did so mainly to counterbalance feelings of inferiority and isolation in other 
respects. Neverthless, he left high school at 17 because he had “felt friendless, and 
besides, my folks didn’t say I had to keep going.” Supported by his family, he then 

“looking for something I might like to do.“ At the end of 
this time he was involved in a minor street accident which, though he was 


patient ostentatiously spe 
coterie of acquaintances whose “ 


temperament to settle down, was finally being 
ork. r 
atient claimed that he had been erotically stimu- 

and remembered variable feelings of guilt over ae 
cestuous masturbation fantasies. During the past two years he had been having 
sexual relations with a friend of h as generally impotent “unless 
I k what I'm doing.” Moreover, he had become 
increasingly uneasy because the gi i 


The patient was neatly 
Prepossessing in manner. 


PERSONALITY DISORDERS 
ll 


blame on his pä š VEE ET z 
me down,” Hehe oe pine him, his drinking companions, who “dragged 
depressed arid Wes a is ants to corral me,” etc. In mood, he was somewhat 
the growing impatience T but more in relation to his diminishing funds and 
competence. Similarly ne is tamily and fiancée than over his own failures and in- 
less with respect to his BST Wiss little anxiety over his physical condition and even 
ennie eee is impotence; on the contrary, the patient seemed actually to 
mar him. He Se a eee reason why his girl might relinquish her desire to 
state” but loath te r willing to attribute all of his complaints to his “nervous 
ties arisine tof his Na let alone analyze further, the personal and social difficul- 
Coie: Unden A n dependence, indolence and alcoholism. 
by taking advantage pe de A l air working rapport was cultivated with the patient 
guidance oui of i 4 is desire to unburden himself and his professed need for 
Confidence a ee ape dilemmas. His immediate anxiety was relieved and his 
the patient's Ph ni ee increased when the psychiatrist, in an interview with 
Postpone her curre e, 3 her to see that it would be to her own advantage to 
tetiva nie plans to marry the patient “so as to make a man of him,” an 
ultimately rie P the part of the therapist for which everyone concerned was 
to take an need on l big ook next encouraged the family to induce the patient 
only son's iti p a a bank clerk; since the parents covertly delighted in their 
way that neither they ependence on them, this move had to be formulated in such a 
cipation, Nethe y nor the patient would consider it a radical step toward eman- 
his work RA ess, the patient, in bimonthly therapeutic interviews, was held at 
feeling aa P resistances and anxieties and gradually began to enjoy the 
join his A: ed and paid by people other than his family. He also began to 
lost more at hh acai in their bank picnics, clubs and group athletics, and so 
and conduct a co of social isolation. His alcoholism abated and his health 
A e I so steadily for several months that our previously guarded 
tos, en Pokus unnecessarily gloomy. 

lated a chain ae occurs in such cases, a ` 
to renew her of reactions with major consequences. 
Under this tae gg that, in view of his recovery, 
im, he wil se the patient's work at the bank again bec 
also became. t erest in emancipatory extrafamilial relations ; 
Praecox, he a ist symptomatically by insomnia, diarrhea and ej i 
the Uea urned to the hospital after an absence of about a year. In renewing 
insight deta po was regained and an attempt made to extend the patient's 
inevitable fail e escapist and regressive dynamisms of his escapist behavior. their 
ie inte ois and the more satisfactory ways still available to him for achieving 
Was even, be er several interviews the patient was again almost symptom-free and 
riage, A pale to consider certain advantages that might accrue from his mar- 
Surance E ae Ea event changed the situation: his father died and left an in- 
talized, he ẹ of some four thousand dollars to the patient. Though still hospi- 
fsd a ANY decided that what he needed “to restore his health j was “good 
tier, S of sunshine and a long rest,” and departed for an expensive southern 
drinkin i „months later he returned home with his funds gone, again began 
8g heavily and was once more brought to the psychiatrist. Once again he 


minor” stress once again precipi- 
Specifically, his fiancée began 
they should now get married. 
ame less satisfying to 
hips and, because he 
aculatio 
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condemned his recent behavior and professed contrition and regret then, also as 
usual, began to complain that he had been “misunderstood” by his family, who, he 
asserted, were becoming callous, “just because I've had to spend some money on 
my nerves.” The patient was resistive to further suggestions for a period of ab- 
stinence from alcohol and renewed Psychotherapy: instead, he promised vaguely to 
“work it out all right again Doc.” Two days later he “accidentally” skidded a car 
he was driving into a slowly Moving train, settled out of court for an undisclosed 
sum as compensation for minor injuries, and again departed for the South. When 
last heard from he was in a private sanatorium diagnosed as a “schizoid personality 
and chronic alcoholic.” 

Comment. This case illustr 
group of personality disorders. 

l. The development of the dev 
adverse family environment. 


ates a number of features frequent in this 


iant behavior in the setting of an 
It should be noted that the “adversity does 
not necessarily consist of economic, educational or soci 
rather of the fixation of behavior Patterns in childhoc 
make the patient’s extra-familial adjustments difficult o 
2. The patient's active demands on society (** 
living”) as a continuation of his childhood attitudes t 
and as a function of his lack of training in self-relian 
‘3. The covert hostilities a 
when such requirements were 
in later life, thus giving rise to 
and aggressivity toward those w 
4. The “acting out“ 
tionships with his family, 
with the psychiatrist. This 
excessive levies on their p: 
of the extent of their perm 
role himself in any sphere 
“psychosomatic” 
Price of some per: 
indulgence, throu 


al deprivations, but 
od which tended to 
r impossible. 
the world owes me a 
oward his own family, 
ce and self-support. 
gainst both his family and society in general 
in his interpretation subsequently ignored 
conflict between his needs for dependence 
ho deny his demands. 
of this conflict in his highly ambivalent rela- 
his fiancée, his employers and, transferentially, 
was shown in a number of ways, e.g., (a) his 
atience and tolerance — a compulsive testing-out 
issiveness, (b) regressive refusal to take an adult 

social, Occupational, sexual or marital (cf. his 
impotence), (c) the aggressive preemption, even at the 
sonal danger (“accident-proneness’’), of social care and 
gh “accidents” and lawsuits when other forms of support 
) the revengeful satisfaction the patient 
ts his “personality disorder” caused his 
family, his fiancée, his Physicians and Society in general, and (e) the 

as a ready nepenthic whenever his other neu- 
uate. 

S with such patterns of conduct rigidly fixed, the 

prognosis was at best unfavorable. In therapy, an initial purchase was ob- 
ent’s regressive dependence, however neurotic, 


a working transference. This influence was then 
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combi ji F 

rare ca be casing of the demands made on him by his fiancée to 

ER oe oreupakional and social adjustments. However, as 

pienine dhe ETR, demands again became even moderately 

SS is che fragile shell of cooperation broke down and he 

aici cree s va patterns of preemptive dependence, covert hostility, al- 
a on and regressive narcissism. 


Psych EET 
ophysiologic Reaction in a Borderline Character (DSM II 301.9) 


oe poet gen history is cited because (a) it illuminates the kalei- 
prominence of a j personality deviations that may be masked by the 
(b) it ilhuctesies "A ETIA complaint such as hysterical amaurosis, 
secondary gains mie vee of conscious intent (“malingering”) and 
of psychophysiol : ess conscious dynamisms in the production not only 
Sweeping “hye oy dysiunctpns: but also of a more dramatic and 
simple hod: we psychosis; and (c) it demonstrates the relatively 
symptoms. at may be employed in the therapy of the immediate 


CASE 3. Schizoi 
hg ee peronai (DSM 11. 301.9) with functional amaurosis, ho- 
tions (300.14) p“ Agen ig seizures (301.3) and hysteropsychotic manifesta- 
Presenting nthe 20-year-old girl was admitted to the Clinics with but one 
had been nate a aint. She had “gone completely blind™ six months previously and 
survey revealed Be find an eye doctor that “understood the case.” A psychiatric 
a he following: 

he patient stated that since the 
ulty with her vision; however, 
ly. Three years previously. 
d later). she also began to 
haking” followed by ir- 
d for about six months. 
urse at a 


age se es of Primary Complaints. Tt 
She could at Se had been having occasional diffic 
following oot Te describe these difficulties only vague 
experience BRA ‘ae and sexual stresses (to be detaile 
regular Br iti a cine by feelings of “fright and s 
ater in the ei Jerkings of her extremities. These persiste 
State hospital, eee after eight weeks of employment as a student n irse 
the manic pa Qoe evening she suddenly became highly excited, began to “imitate 
Several da Paran and continued this bizarre, uncontrolled hyperactivity for 
continued a Wren: the patient was sent home this behavior cleared, but she 
kidney P as of symptoms of self-diagnosed “gallbladder, stomach and 
suddenly, sh e. Five months before her admission, the patient stated that, again 
five-week i Sad lost her eyesight except for the barest light perception. After a 
came to a at home, during which her vision showed no improvement, she 
tigation ERES of her own volition and entered an eye hospital. Exhaustive inves- 
disease, athe period of several weeks revealed no ophthalmic or other organic 
Peas : “ patient was referred for psychiatric diagnosis and treatment. 

Parents ne F distory. Soon after the patient's: birth, violent quarrels between her 
gan, and some of the patient's earliest memories were concerned with 
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scenes of verbal and even physical combat between her drunken father and embit- 
tered mother. At an early age, the patient also began to have temper tantrums when 
crossed and to “lie kicking and screaming on the floor until she was blue in the 
face.” For these activities, she was usually spanked promptly by either her mother 
or father, but only the latter's chastisement seemd ever to be effective. These epi- 
sodes continued until the patient was about 8 years of age, after which, “because I 
was continually told how much better my sister behaved,” they gradually abated. 
Other abnormalities which the patient remembered and which were confirmed by 
the only other informant, her sister, were the following: 

A phobia for animals and especially for insects. In the presence of the latter, 
the patient, in her early years, would scream, run or faint. This phobia still persisted 
in lesser degree and was associated by the patient with memories of her sister's 
habit of “collecting little crawling things.” 

An aversion to water which kept the patient from swimming and made even 
taking a bath an ordeal. A peculiar variant of this was a persistent dislike of turning 
on a faucet and an unexplained anxiety that whatever is under the faucet “will fill 


up and run over.” In an Amytal interview, she associated this anxiety with her 
mother’s “nasty habit of douching all the time.” 

A preoccupation with the number 
early childhood, the patient would 
fours, take four teaspoonsful 
throughout life. 


four, never adequately explained. Even in 
repeatedly count to four, arrange her toys in 
of food, etc., leading to numerical obsessions 


cipline from him much more readily than 
» She began to resent her father’s recurrent 


; remembered no deep maternal attachments in 
haven of refuge from the brutality of the father 
ected as the only comparatively stable member 
the patient recalled having resented her mother’s 
asis, her neglect of the household and her favoritism 
ster. With the latter she had never been particularly 
ANA of about 7 and 16, she was actually envious of and 
antagonistic to her as the favored child in the family. Conversely, the patient 
less, indulgent aunt with whom the patient stayed a 


exerted no effort to join extracur- 
“she just got bored with that sort of 
rather deep attachments to elderly 
ed and, according to the sister, ‘hero 
» Strict and upright.” After graduating 
work her way through college.” olarship because she “did not want to 
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Occupational and Later Environments. While attending high school the patient 
worked evenings in a library, where she apparently served fairly well. After high 
school she decided to start training at a state hospital. While there, however, she 
soon came into conflict with her fellow employees and was forced to resign after 
only two months. From that time on, aside from a temporary job during a political 
campaign, she had had no steady employment and had done only housework at 
home. The environment there had changed but little since the patient's childhood: 
the father was still almost continually alcoholic and improvident and there was either 
constant bickering or violent quarreling between the parents over financial and 
household matters. Nevertheless, while the patient's sister had become more eman- 
Cipated and outgoing, the patient had been content to remain at home and had 
made no friendships other than becoming intimate with and dependent upon a 
neighbor woman as described below. 

Medical History. This was colored with the description by the patient of a 
large number of poorly defined illnesses since childhood, including the following: 
measles, mumps and chickenpox, recurrent tonsillitis in fairly severe form with ton- 
Sillectomy at about 4; vague abdominal complaints only partially benefited by an 
appendectomy at 14 and, since then, irregularly recurring upper abdominal pain, 
Nausea, dysuria, head colds, headaches, “sinus trouble,” etc. Nevertheless, she did 
not drink liquor or take drugs habitually, and smoked only moderately. 

Sex History. The patient stated that ever since she could remember, her father 
had persisted in attempts to fondle and caress her. During her childhood he would 
make opportunities to handle her while she was nude and in her bath or elsewhere, 
would stroke her genitalia and her breasts or would violently embrace her, although 
she now remembers no exhibitionism or masturbation on his part. Until sho yas 
aoi 10, the physical stimulation she had received in this manner would give E: 
definite pleasure, although she did not experience orgasm. Then, however, she 
began to acquire sex information from various Sources, “realized” the nature of her 
father’s activities, be POTMEAOR o s chap she had ever permitted them and so 
baan, ities, became “horrified” that s Leen : f about 12 she 

gan violently to resist his advances. Nevertheless. since the age O hi 
ad on numerous occasions felt sexually attracted to her father, would oe fai im 
rough keyholes while he was dressing and yould esen ar Fi re 
ies him in order to be subjected to and “fight” his auan pe ana he 
taken various forms short of actual intercourse an! 


Present, 

11. Her periods had always been 
had usually been accompanied by 
in reference to this, “with my 


iin The patient began menstruating at the age of 
Pies in occurrence, duration and amount and | 
Ominal cramps. She denied masturbation, stating 


father a shes on my part to do that.” 
r s the any wishes on my P! A 
Sna T gues tiet eokit eee cs t began exhibiting behavior aber- 


Tati eseni Illness. As outlined above, the ee When she was about 9 these 
tions such as phobias and tantrums at an early age. Whe > ee 

abated and seem to have been replaced by chronic somatic ee cs 
from Periods of acute illness. One dysfunction. that had sages ee = 
Nacity since an attack of measles at about the age of 8, concerne! ni y a th 
Patient at various times had claimed that her vision was spotted, blurred or cima 


Complaint reinforced by the added regard and attention she obtained from various 
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female teachers who were “proud that I oT. do aa hes rebel hi ane 
y eyes were bad.” Later, however, she may have ha i w : 
ee she spontaneously described as follows: “When I = m EA 
horrible trouble with my father, a funny thought used to come to e: 5 E le re 
ashamed and always put it out of my mind quick, but it used to camie S > D 
this: maybe if I really got blind, I wouldn't be able to stop my tarner oo . E 
what he was always trying to do to me.“ Various oculists were consulte oe 
time, who prescribed glasses and medication, but she always refused prolonged ey 
atment on one pretext or another. ; 
aa four in before her admission the patient learned that her e 
during one of his alcoholic sprees, had attempted unsuccessfully to rape her sister. 
She suffered a mixed emotional reaction which she n 


ow analyzed as having been 
composed of “anger,” “resentment. . 


- deep disappointment,” followed by what y 
called her first “epileptic attack”: she became “stiff all over,” fell and pie 
“unconscious for about an hour.“ On awakening, she not only told her saan 
about her father’s attempt on her sister, but for the first time she also related r 
previous sexual advances to her. The mother seemed neither impressed nor ce 
and remarked simply that “men are like that when they're drunk,” an attitude t he 
the patient remembered incensed her all the more. Since her st SEITE i 
patient had had four or five others, all precipitated by quarrels with or over cs 
father. In subsequent episodes, the patient also entered into “tonic and clonic op $ 
vulsions” (terms she obtained from her readings about epilepsy), but in none ny 
there aura, incontinence, tongue-biting or other injury, or true unconsciousness. 
physician called during one of these attacks termed it hysteria. s 

A year later the patient, because she had “always been interested in psychology 
and mental troubles,” entered a course of training as a student nurse at a state hos 
Pital. She was “very interested in everything” but 
culties with her associates and superiors on these PERRETE 

She thought she was being given “too much work and responsibility.” She 
equal to the latter but not to the former. 

She resented being “bossed aro 


‘ : iffi- 
almost immediately got into diff 
grounds: 


x ; e in- 
und by orderlies who knew I was more ad 
telligent than they were and would be above them just as soon as I graduated; a 

they didn’t like it when I told them so.“ 


“Being around insane Patients sometimes made me scared for myself. aah 
cially when I remembered about the insanity in my own family, my fat 
drinking and all that sex trouble.“ 


The patient's difficulties came to a head when she was accused of having beet 
» an offense for which she was called to the adminis- 

Perienced another Period of anger and erat 
following which she suddenly began to imitate various manic patients in her wee 
sisted for about three days but cleared promptly oe) 
nce to this episode, the patient at first stated only. 4 
ent on during those last three days at the hospital, an : 
it was such a relief to get home.” Later, however, she 
recollected he 


x 4 : oT 
Supervisors, and the satisfaction she derived from he 
Pseudomanic activity. 
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teas ee y feom the hospital she remained at home, doing little 
ailments and, pecially p nooy ork: She continued to complain of vague somatic 
her vision, She ete te a auanei with her father. of increasing difficulties with 
about her failing sieht a o ge to optometrists and to bring home dour prognoses 
lenses. g sight, but, as ever, refused to take treatment or wear corrective 
Tes ee before admission. the patient made the E 
patient and nn kes fifteen years her senior. Miss T took a liking to the 
having married n p tohar stories of her own disappointments In love and at not 
patient's failing a pugen children. Further, she was very sympathetic about her 
tentions. The raii WON and would grant her a great many little indulgences and at- 
a large Samrin So a on immediately became strongly attached to Miss T., with 
which were ak Me physical attraction. This took the form of sexual arousals 
kisses, althou gh eh by mere proximity to Miss T. and by occasional hugs and 
The patient ate ESE demonstrations never reached overt mutual masturbation. 
erotic feelings t er sarea that after the establishment of her intimacy with Miss T.. 
sentment Ad hag tat her father ceased and that she even felt no particular re- 
Hoar e openly accused her of having actual sexual relations with Miss T. ; 
junior, came sii side months later. another girl, Ka several years the patient's 
immediately a with Miss T. and to divide the latter's attentions. The patient 
demonstrative Bikes this girl interloper. and resented particularly her physical 
she hen: ne with Miss T.. which went on to an extent which the patient says 
for the first AS for herself. Following the advent of K., the patient, apparently 
to cast abe ime, began thinking of marriage and decided that it might be advisable 
viously pars ior a husband. She recultivated an acquantance whom she hag a 
alter So nired because he was “a better type of boy quiet and sensible, an 
Stimulatic Be two dates with him, during which there was some olin 
pave a she learned that he planned to marry someone else. She imme m 
l have bee up.” but at the same time began to think, in her own words, ist may e 
of it. piss missing something in life: sex. after all, 1s a natural and panne att 
tionship ee the patient resolved to experience her fist heterosis a a- 
tempt to i i with this in mind. arranged a date with a man she ee ia HEN 
the män ue intercourse with her. After an evening of dancing a En G 
that erna as scheduled, began to make sexual advances: Tl Paige x 
tempted eee caresses were pleasurable but when he became eon eee a 
teot A intercourse, she obsessively recalled her uesa ooh a pom a 
termin: along the same line, experienced a feeling of deep bse ed i or 
and suited the sex play, During the next 1 daysashe 1s MR cent 
PE a with the half-formulated thought that perhaps See ey a ME ha 
whom s © have satisfactory heterosexual relations at all. She returne Miss I.. 
n she had avoided for a week, with a sense of relief. 
rath the evening of the third day after her Ceaumened aoe 
Tide Oren the patient went to Miss T's. house 1N ponpe pes T 
ò Ra she had planned to take with her alone. ae Ds ae K 
Seeme: ned them on the ride, insinuated herself into Mie sea = n 
ed to be particularly demonstrative to Miss T. that evening The patient deeply 


acquaintance of a Miss 
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resented K’s. actions and, after a period of moody silence, attempted to oe 
conversation around to her eyes, stating that an oculist had told her that every lay 
that she had only a “50-50 chance of preserving her vision and then only if the very 
best care was taken of it.” Miss T. listened sympathetically, but K. persistently 
changed the subject. At the termination of the ride, Miss T. and K. were deep in a 
conversation of their own and Miss T., in order not to interrupt this, even asked the 
patient to get out and open the garage door. The patient did so, but stated that in 
that moment, it seemed to me as though I had lost Miss T. forever.’ While the 
door was being opened, Miss T. flashed on her bright lights and at that instant the 
patient “suddenly realized that I couldn't any longer see the headlights, or anything 
else around me.” She cried to Miss T. that she had suddenly become blind, and was 
taken home by her in an atmosphere of deep sympathy and contrition. The patient 
frankly enjoyed the greatly increased care and concern that her family and Miss T. 
lavished on her up to the time of her entry into the eye hospital. She insisted that 
she really believed herself blind and was sincere in her desire to be cured of her af- 
fliction, nevertheless, she welcomed a prolonged Stay at that institution and was 
deeply disappointed when she was referred to the Psychiatric Division for further 
diagnosis and therapy. : 
Physical and Neurologic Examination. The patient was a short, obese indi- 
vidual with round shoulders, pendulous abdomen and breasts and coarse, though 
fairly attractive features. The obesity was generalized and not accompanied by any 
typical hirsutism, Possibly indicative of Pituitary dysfunction. The only other sig- 
nificant physical findings were a chronic bilateral 
internal strabismus on near fixation. Aside from the lat 
those of consulting ophthalmolo 
Laboratory Rep 
plus 17; a recheck fo 


maxillary sinusitis, and a 
ter, ocular examinations an 


For several days after admission the patient 
measured voice and still claimed to be almost 
arity in her behavior consisted of occasional out- 
would stop abruptly and for which she would of- 
tatement, “I can’t help it.” In mood, she said she 


but that she really wouldn't like to go home just 
t stated al 


ee 3 e 

> association and recollection na 
ge or high average intelli ence. Replies to other question 
were often formalized: e.g., “I am 8 - Replies to q 


here to receive treg s and 
2 Hi ` atment for the nervou: 
mental condition [sic] I’ve placed myself in 

not organicall t 


due to a litera 
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and gazed everywhere except directly at the examiner; on one occasion when her 
glance did fall on him, she blushed. Asked indirectly about these phenomena she re- 
plied, “The doctors tell me there’s nothing wrong with my eyes, so I guess I’m just 
hysterically blind.“ However, that there was conscious pretense in her blindness 
both before and after her admission to the ward can be judged from the following 
items concerning her behavior: 

She learned the layout of the rooms, lavatories, etc., with facility far greater 
than could be attributed to her assumed habit of walking about with her hands along 
the walls. 

In a letter home she wrote evenly, in parallel lines, crowded the letters together 
at the margin of the paper, inserted dashes in the proper places, etc. Further, she 
described the rooms in great detail, even to the type of wood used in the furniture. 

In occupational therapy, she at first spontaneously picked out perfectly 
matched colors for a bag she was making, then, realizing the slip, asked the 
therapist to pick them for her. 

She would ostentatiously bump into obstacles placed in her path if anyone was 
watching, but would always show reflex protective movements with her arms just 
before the collision. 

On one occasion she had a visitor whom she had not seen since their first 
meeting while the patient was “blind” at the infirmary. However, she recognized 
the individual immediately even before the latter spoke. 

Various tests confirmed our suspicion of a conscious element in her blindness. 
Thus: 

In the psychologic laboratory, she was asked to press a key in response to the 
simultaneous noise of a buzzer and the flash of a fairly dim light. After several 
trials, she pressed the key promptly when stimulated by the light alone. 

In a special ocular examination, not only did her pupils react normally to the 
flash of a light, but she also blinked actively. When she explained this on the basis 
that she had retained perception of strong light stimuli, the following test was tried: 
in a dim room, glasses were put over the patient's eyes and then a thin stream of 
water was directed against them without permitting the water to reach her face. In 
response to this stimulus, which could have consisted only of a sudden appearance 
of an almost translucent film of water in front of either eye, the patient once again 
dodged and blinked just as the stream of water hit the glass. é 

Therapy. In her relations with the staff during the first several days the patient 
was guarded and reticent, but as rapport was cultivated, she became more frank 
and productive, allowing the history detailed above to be obtained. Advantage was 
then taken of her confidence and her pretenses at psychologic sophistication to 
reassure her repeatedly that her eyes were organically sound, that her blindness was 
only a “functional disturbance” resulting from an unsatisfactory solution of “inner 
mental conflicts,” and that as she verbalized these conflicts in “cathartic therapy” 
she would have an “tabreaction” and her blindness would gradually or perhaps even 
Suddenly disappear without any particular manipulations on our part. At the same 
time, other forms of suggestion and encouragement were used: eg recovery of 
vision was made to appear attractive in that it would answer Miss T’s. prayers for 
her, restore their friendship and possibly even eliminate K. by demonstrating the 
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patient’s greater worth. Concurrently, tests were so arranged as to demonstrate to 
the patient that, in fact, she was really progressively recovering her eyesight. The 
final factor that precipitated her symptomatic recovery seemed at first trivial, but 
proved remarkably effective: the patient was told that an accumulation of 
Christmas cards, five of them from Miss T.. was being held in the office until she 
had recovered her vision sufficiently to read them, which everyone hoped would be 
before Christmas. On the afternoon of the 24th of December. the patient, after a 
period of silent brooding in her room, suddenly rushed out into the corridor ex- 
claiming, “I can see! I can see!” Subsequently she responded normally to every vi- 
sual test, even to reading fine print, although she still claimed that the latter was 
somewhat blurred and stated that she “wasn't as yet sure my vision will last. 
Nevertheless, the patient continued elated and, after some reassurance, was Con- 
vinced of the idea that the recovery of her vision was permanent. 

She was then given as much immediate gratification as possible by congratula- 
tions first from the staff members and then from her family and Miss T., who were 
summoned as soon as possible to witness the happy event. To bind the immediate 
symptomatic improvement, the patient was also granted various privileges she had 
long coveted, among them being minor responsibilities in assisting the nurses. which 
gave her a special status in the ward. 

With the recovery of vision, however, other behavior difficulties reappeared: 


she became demanding and preemptory in her dealings with the nurses and other 
patients, insisted on her “profess 


ional prerogatives as a student nurse,” and even 
accused an intern vaguely but stridently of “an improper attitude” while performing 
a routine pelvic examination of another patient despite the fact that this was done 
with usual decorum and nursing help. However, since she professed to be com- 
pletely well and there seemed to be little prospect of successful therapy of her 
deeply rooted character aberrations, she was discharged in care of her mother tO 
return to their home in a western state. 

The subsequent course of this patient is interesting. Two years after she left the 
hospital the therapist received the following telegram from her (obviously transmit- 
ted by a quite unimaginative operator): 


“I am pregnant [with ideas] and will not abort [them]. Psychoanalysis ia 
now in order [by person not pen]. I fear to take your time but may I have your 
leisure trusting [thrusting] you understand. Am leaving tomorrow.” 


On the strength of this, the patient's family was called by long distance and 
asked about her interim history and present status. A long letter arrived from the 
Patient's father and her local physican with the following information: The patient 
after her return home no longer complained about blindness but refused to consider 
steady work, partly because of various other vague physical complaints, but mainly 
because she thought that there was no position available in the community suitable 
p her talents. She developed a deep antagonism to Miss T.. and on several occa- 
Sions provoked public quarrels which disturbed the neighborhood. At home, she 
spent most of her time reading books on abnormal psychology, eating frequently: 
and becoming increasingly demanding and provoking. A week previously, hef 
father had lost patience and ordered her out of the home. The patient had created @ 
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violent scene, at the height of which she suffere “epileptic attack,” during 
which she tore her clothes and exhibited erotic and aggressive movements. Since 
then other “attacks” had alternated with similarly uninhibited behavior which the 
patient herself diagnosed as “manic,” and for which she demanded return to the 
University hospital for another “cure.” 

The patient’s physician was advised that, in view of the hardship it placed on 
the family, it was probably unnecessary to arrange for her return to the University 
hospital and that she could be cared for by several qualified specialists nearer her 
home, whose names were furnished. 

A report from a state institution a month later stated that she had been com- 
mitted there, diagnosed as in a “manic phase of a manic-depressive psychosis” and 
given Metrazol shock treatment. Two shocks had been sufficient to “cure” the 
Patient and, although she “still seemed a little disturbed.” she had been discharged 
home. 


Comment. This case may be used as an illustration for almost every 
form of psychopathology, including various transitions into psychotic be- 
havior, but particularly instructive are the following: 

l. The almost infinitely variegated arrays and combinations of “neu- 
Totic’” symptoms: free anxiety, phobias, compulsions, psychophysiologic 
dysfunctions (including epileptiform seizures and hysterical blindness) and 
homosexuality, as well as more sweeping disturbances of behavior such as 
schizoid fugues and pseudomania. 

2. The successive prominence of one or a few of these reactions under 
varying circumstances, although patterns for all of them were established in 
early life and remained latent thereafter in the patient's “neurotic 
character,” ; 

3. The emergence of differing configurations of neurotic and psychotic 
behavior as best suited the patient’s purposes, whether these where con- 
Scious, unconscious or, as is operationally always the case, both: for 
example, the appearance of frankly aggressive demands for attention and 
Special privilege when the hysterical amaurosis was grudgingly relinquished 
under therapy. At the same time, the patient avoided openly antisocial 
(sociopathic or criminal) acts as an index of her relatively strong inhibitory 
functions (sometimes miscalled “ego strength”), springing from her need 
for interpersonal security. f 

4. The appearance, nevertheless, of pseudopsychotic behavior (pat- 
terned according to the patient's avid observation of and reading about psy- 
chotics) whenever the patient was intensely moved by wishes for (a) partial 
release from sexual or aggressive inhibitions, (b) social toleration of such 
release on the grounds that she was having a “nervous breakdown’’or was 
“temporarily insane” and therefore irresponsible, and (c) a desire for a 
symbolically regressive return to the care of a presumably indulgent and 
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nonthreatening psychiatric milieu where the patient could for a time play 
the role of an irresponsible infant. It need hardly be pointed out that under 
such circumstances the patient did not become wholly psychotic, in that, 
despite her hyperactivity, emotional lability and highly symbolic fantasies, 
her behavior continued relatively integrated and goal-directed in a deviant 
but socially oriented fashion. It was to be expected, therefore, that when, 
instead of landing at the University Clinics in her final pseudomanic 
reaction she was instead committed to a state hospital and given shock 
therapy, the treatment had immediate and apparently salutary effects on 
her current patterns—without, it may be justifiably presumed, altering sig- 
nificantly her deeply neurotic propensities. 


The Pseudosophisticate 


A type of personality disorder rather common among the youth of 
recent years is the self-consciously blasé misanthrope who attempts to com- 
pensate for subjective inferiorities and objective failures by consciously or 


unconsciously affecting an air of cynical sophistication and disillusionment. 
Such a case is the following: 


Case 4. Passive-aggressive personality (DSM II 301.8) with dysocial behavior 
(316.3). A 20-year-old youth applied for admission to the Clinics with the statement 
“I’m fed up with life—bored to death at twenty! I'd shoot myself tonight if | could 
get a pistol! But before that I’m curious to know what makes me a manic- 
depressive.” Although the danger of suicide was not taken seriously, the patient was 
admitted for observation. His case record may be summarized as follows: 

Family History. The patient’s father was a personable, intelligent but unscru- 
pulous individual who had led a roving uncommitted life. He had worked erratically 
and was frequently fired for derelictions or minor dishonesties, but had always 
managed to convince someone else to hire and trust him again. Three years before 
the patient's admission to the hospital his father, in a mood of defiance toward an 
unappreciative world, had “gone on relief.“ In a characteristic gesture, he had of- 
fered the agency his services as an office clerk “to pay them back,” but was soon 
embezzling state funds and had recently been sentenced to jail for a term he was 
still serving. Nevertheless, the patient admired his father’s “culture” and considered 
him to be misunderstood and harshly used by society. Most of the patient’s en- 
thusiasm, however, was reserved for his mother, whom he “loved like an Oedipus 
complex, you know.” The mother had married the Patient’s father when she was 
only 15, and had “traveled all over the country with him—the three of us, like three 
wonderful gypsies”; moreover, she was not only “cheek” and “peteet “ but he 
considered her “infinitely smarter than the fat stupid women she Ha: to make 
dresses for just to make a living.” 

Past History. The patient was the only child and, according to him, was told at 


the age of 2 that he would never have brothers or sisters because his parents 
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“wished to devote their lives only to him’—in all probability, a wishfully de- 
termined screen memory. At 5 he entered kindergarten, and although he had at- 
tended nine different schools, he never graduated from the grammar grades, usually 
being expelled after a period of two or three months for episodes of truancy, during 
which he attended morning movies or played in a park. When he was 16, at the in- 
tervention of a self-styled “modern educator of youth” who believed in “meeting 
the challenge of our emancipated young men,” the patient, without proper 
Preparation, was permitted to enter a “progressive high school.” There he 
“thoroughly enjoyed the fraternity life, the kids were socially cultured—they gave 
me room to maneuver”; however, his maneuvers even in a permissive milieu again 
led to his expulsion in less than two months. 

Occupation. Since this termination of his academic career the patient had 
briefly held eight different jobs, as bellhop or elevator operator, with intervening 
periods of idleness of two to four months’ duration. He either quit these positions as 
“too monotonous” or was fired for inefficiency and tardiness. 

Social Adjustment, The patient stated that even as a small child he had diffi- 
culty playing with other children, because they “bored” him or were “mean” to 
him. He preferred the company of older people, especially those who appreciated 
that he was “smart and witty.” In school, he made no permanent friends and al- 
ways tried to impress others with his superiority; when his bluff was called, he 
simply sought a new group to impress. Recently, he had also become estranged 
from his mother because she, too, was becoming “too critical of my being a bo- 
hemian thinker—maybe she’s losing her touch.” 

Habits. The patient had smoked 30 to 40 cigarettes daily since the age of 
fifteen, and had lately experimented with “pot and a little acid” —marihuana and 
LSD. 

Sexual Development. The patient stated that he had practiced frequent mastur- 
bation (“with images of my mother, of course”) since “age 7; I was ahead of my 
time,” and after 15 had “been very promiscuous women go for me.” One year 
ago, he had oral homosexual relations with “a good friend” in order to “round out 
my sexual experiences.” He vomited, “but so what?—it was only my first time.” 
Three months ago, he fell “seriously in love” with a B-girl at the -——Inn. He 
considered marrying her, but she terminated their sex affair because she ‘‘couldn’t 
see her future in it right away.” The patient added that he thought “it was just as 
well, as she was, after all, spoiled, mean and inconsiderate, and hurt my feelings.” 

Present Difficulties. After the patient's father was sent to prison the patient 
was forced to move to a suburb to live with an aunt and her children whom he 
considered “inferior, uneducated and misunderstanding.” However, he could not es- 
cape their society, nor could he indulge in movies, which were now his chief form of 
escape. He sulked about the house and became “bored,” “disinterested” and 
“disgusted.” He returned to Chicago and again secured work as an elevator boy but 
this also bored him. For a time he “decided to enter show business,” but further re- 
search revealed that “the field was too narrow.” He thought that he would rather 
“stretch out his hand to culture,” but to achieve culture either a year in Europe ora 
college education seemed prerequisites. He told his mother and relatives of these 
needs, but was reminded that the plans would take money which was not at hand 
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and that college would require the passing of an entrance examination. These ma- 
terialistic quibblings made him very unhappy, whereupon he “became very in- 
trospective and nervous,” tired easily and lost all his “ambitions and interests.” He 
then began to suffer “depressive phases,” in which he refused to speak with his 
family and “thought life was not worth living.” He therefore applied to a public 
agency and was sent to the University hospital with a note from a social worker to 
the effect that “he was an interesting diagnostic problem and we all hope a possible 
case for psychoanalysis.” The patient had agreed to come because, although he 
knew his own diagnosis and also that “nothing could be done for manic- 
depressives—they’re just too sensitive,” he could nevertheless “exchange opinions 
with the hospital psychologists and so round out my cultural experiences.” 


Medical. The physical, neurologic and laboratory findings were essentially 
normal. 


Psychometric Test. 1.Q. 95 

Course During Hospitalization. The patient preferred to sleep during most of 
the day, and associated very little with other patients, since he considered himself 
very superior to “the other nuts that you have here.” He was surly to the nurses and 
attempted to dominate them by making demands in very positive tones; when rebuf- 
fed, he became easily discouraged. Under such circumstances he would try what he 
called his “witty way”:—‘Hi babe, give me a match—-dig what I mean?” He 
described his mood variously as “terrific,” “deep melancholy” or “pensive” (a term 
he heard used by one of the interns), but at no time were there signs of true 
depression or manic excitement. 


Formulation and Therapy. 
pseudosophistication and dema 
his father, with whose social i 
should be so in view of his fath 
the patient’s mother, a flighty, 
readily indicated that she had n 


At a superficial level, it appeared that in his callow 
nding dependence the patient was trying to emulate 
responsibility he avidly identified. As to why this 
er's fate was made clear in separate interviews with 
gullible woman of limited intelligence, who quite 


ot only accepted such behavior from her husband 
and son, but had taken pride in the fact that her men “were always different—not 


like ordinary. My husband always said he wouldn't be no John Doe. And I guess 
Sonny just natural inherited that too.” With such famililial norms ingrained early, 
all later evidence as to their unacceptability in other social circles was either ignored 
or else taken as a further occasion for reversion to childlike fantasy and brag- 
gadocio. These recurrent maladaptations and failures have occasioned the clinical 
aphorism: “sociopathic personalities don’t learn by experience’; however, the word 

experience” in this dictum, literally taken as meaning “to pierce through,“ must 
be interpreted according to the dynamics and symbolisms of the subject involved. In 
this case, what others would “experience” as objective economic and social failures 
had for the Patient paradoxical advantages: e.g., identification with the father, a 
Pose of social defiance and Sanctioned regression to maternal or surrogate institu- 
tional care, all rationalized on the basis of a pretended superiority to the cultural 


“common man.” Even the repeated talk of suicide had 


of course make all 
eir manners and services. Under such circumstances. 
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therapy was, if not altogether impossible, handicapped by the patient's limited in- 
telligence and talents, by adverse and still potent familial influences, by quasi-per- 
missive social agencies, and most of all by the patient's lack of incentive to face the 
deep anxieties and disillusionments should his cherished personality patterns be un- 
dermined. 

Therapy, then, would be possible only under circumstances of (a) prolonged 
and, if necessary, enforced supervision of special camps or institutions such as are 
set up for this purpose in some European countries, (b) formation of an initially de- 
pendent transference on a therapist who could both implicitly and explicitly incul- 
cate more practicable personal identifications and social goals and techniques, (c) a 
rehabilitative group environment in which the patient could test these techniques 
and eventually adopt those leading to serviceable acceptances and loyalties and, fi- 
nally, (d) adequate bridges between these partly controlled reorientative experiences 
and their application to the general social milieu. Since we have no such legal or in- 
Stitutional facilities—and, because of the dangers of abuse, perhaps should not have 
them in a democratic society—the therapy of the sociopath is often beset with 
Practically insurmountable difficulties. 

As is often true in such cases, the patient himself, for the moment at least, re- 
solved the therapeutic impasse by deciding he had assimilated as much culture from 
the hospital as he needed and once again departed for parts unknown. 


The Criminologic Personality 


Not infrequently a relevant and important question arises with regard 
to sociopathic patients: can they not be made to discharge their just obliga- 
tions to society, especially under circumstances of universal needs to which 
everyone else is constrained to adapt? The following is a case in point: 


CASE 5. Antisocial personality (DSM II, 301.7): Relation to military service. Toni 
L., a 20-year-old Italian youth was rejected by military examiners as “unfit for 
armed service.” This decision, however, was contested by his Selective Service 
Board, who considered him a “misguided” but able fellow, and who thought that 
“the Army would make a real man of him.” His anamnesis can be summarized as 
follows: 

Early History. His parents had been brought to America in their early teen and 
had found new opportunities for education and economic advancement in this 
country. The father, who had developed into a petty gambler and minor machine 
Politician, had married the patient’s mother, an illiterate immigrant girl of 18, and 
thereafter had given his family little guidance or security; moreover, in later years 
he had become alcoholic and abusive. The patient’s mother had had little time for 
anything but household drudgery, frequent childbirth and religious devotions. She 
had neither the time nor capacity to grasp her children’s problems as they grew up 
in what was to her a foreign environment beyond understanding. Accordingly, when 
her initial attempts at strict old-country discipline and her efforts at religious 
teachings failed to make any impression on them, she could resort only to simple 


26 SYNDROMES AND MODES OF THERAPY 


menial services, spread—necessarily somewhat thinly among the nine children in 
her brood. 

Toni was the second of the nine, and was scarcely a year old before his mother 
had to shift her attention to his newborn sister. At the age of 2 he was toddling the 
streets of a Chicago slum unattended; at 6 he and his elder brother were already 
members of a semiorganized street gang, the moving spirits of which were juvenile 
delinquents. With little security and less guidance at home, Toni quickly identified 
himself with the ideals and ways of life of these apparently successful leaders, and 
the unwritten code of the “gang” became his measure of “right,” as rewarded with 
belongingness, safety and satisfaction, or “wrong,” entailing, insecurity through 
group punishment or ejection. Though it was never formulated by anyone, this code 
clearly held that it was right to be “smart,” i.e., steal or lie to one’s advantage and 
live idly by one’s wits, and “tough”: aggressive and domineering toward everyone 
not identified with the group. On the other hand, it was wrong to be “chicken,” 
submit to parental, educational or social (especially police) discipline; dumb"; get 
caught at anything, or what was worst of all “to rat” (i.e., be disloyal to the leader 
or any accepted member of one’s “‘gang”). To Toni, then, most teachers or prin- 
cipals and all policemen were by definition personal enemies unless they proved 
themselves otherwise—which few of them troubled to do. Such persons were to be 
obeyed only insofar as was absolutely necessary, and outwitted and frustrated 
whenever this was advantageous. In his short schooling, therefore, he was as truant 
as it was safe to be, and in jobs after school he soon began to cheat and steal up to 
an accurately judged minimum probability of discovery. Equipped as he was with 
high native intelligence, a capacity for self-reliant cunning and a sort of hard-shelled 
friendliness with his own kind, he kept out of serious trouble. Moreover, since he 
was forceful, personally successful and could be “trusted” to adhere to the code, he 
gradually became a leader in his group. This rise was, if anything, encouraged by 
his father, who profited indirectly by the boy's increasing earnings and local status; 
indeed, the father began to use what ethnic political influence he had to get the lad 
special considerations from the local police and to keep suspicion off his trail, while 
the mother remained almost totally ignorant of the direction of her son’s 
development. Other influences on the boy’s life were few, but characteristically de- 
to the parish priest and not only kept the 
ism but even sang in the church choir— 
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Yet, when he thought the step profitable, he could also arrange to have a local busi- 
nessman who had offended him ruined by intimidation or actual destruction of 
property, or with righteous equanimity order a member of his gang beaten severely 
for some neglect or error. Nevertheless, he was clever and worldly-wise enough to 
avoid serious difficulties with the police: two weeks of observation in a juvenile 
detention home (where he was a model of behavior) and occasional futile arrests 
“on suspicion” had been the total punishment for extortion and other crimes that 
hundreds of people knew—but could not or would not prove—he had committed. 

When war came, Toni was completely uninterested in any of the issues in- 
volved except broadened opportunities for racketeering. When Selective Service was 
established, Toni duly registered, confident that he “could beat the rap—I got 
friends.” At his induction examination Toni was supercilliously cooperative, and yet 
when, on the basis of his questionable police record and psychiatric examination, he 
was given a IV-F rating for “personality unsuitability,” his pride was deeply 
Wounded: that he of all people should be considered “not as good as these other 
punks.” He therefore reversed his stand about “the rap,” secured a reexamination 
and a certification from private physician as to his physical health, obtained 
“character references” from his parish priest and several local politicians, and so 
armed, appealed to his draft board for induction. They were, of course, impressed 
by what they considered his patriotism and the evidences of his reform, and referred 
him to the advisory board psychiatrist for a possible reversal of the medical induc- 
tion board’s decision. 

Formulation. The psychiatric problem, then, could be posed as follows: Toni 
was a healthy, intelligent, courageous, self-reliant and resourceful young man who 
might, just possibly and under favorable conditions, do heroic deeds in combat. 
And yet this possibility was rendered highly remote by the following considerations: 
All of Toni’s motivations, far from being altruistically patriotic, were narrowly nar- 
cissistic, he hated and feared authority and had never shown consistent amenability 
to any discipline but his own; he could not cooperate in trust and friendship with 
Strangers—and nearly all the world was strange and threatening to him; and he had 
given no evidence in his behavior of the long-term endurance, stability and responsi- 
bility that are essential in modern military training and group combat. On the 
contrary, there was every indication that once his pride has been assuaged by induc- 
tion, he would thereafter resent indoctrination and training as infringements of 
what he considered his freedom of thought and action and would not only be as 
chronic a troublemaker in the Army as he had been in civil life, but would 
eventually place himself at the head of a group of like-spriited rebels to disrupt 
routine and discipline and endanger the efficiency of their entire outfit. 

The consulting psychiatrist was, of course, tempted to send Toni where he 
might, after all, confute the prognosis and at least serve his country to some extent. 
But experience, sober judgement and deeper patriotism prevailed. Toni was given a 
brief course of instruction on how he and his friends could give valuable service at 
home in allaying racial prejudice, in calming social unrest, etc.—but insofar as 
military service was concerned, Toni’s IV-F status was confirmed. And, in ways 
that must be kept confidential, Toni served well until a fatal disagreement with a 
Pre-emptive Chicago crime syndicate four years later. 
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Personality Disturbances in Reaction to Overwhelming Stress 


Cases of deeply rooted personality disorders and relatively fixed 
sociopathic patterns such as in the patients just described may lead the 
practitioner to repeated disillusionments and sometimes to generalized 
prognostic pessimism and therapeutic nihilism. Such attitudes, however, 
are not apropos to patients with more favorable backgrounds and greater 
readaptive capacities (in analytic terms, “ego strength’). This is true even 
when the picture such subjects present may at first sight appear quite 
ominous as, for example, a drug delirium, an outbreak of furious ag- 
gression or a serious attempt at suicide. A case in point is the following. 


Case 6. Transient situation disturbance (DSM 1, 307): Alcoholic delirium (303.0): 
The problem of masochism. A patient, 27 years old was admitted to the University 
hospital in acute alcoholic delirium disoriented, ridden by fearful hallucinations 
and confusedly amnestic. He made a rapid recovery in two days of rest, mild 
sedation, hydrotherapy and high caloric feeding, and was then able to give a 
consistent account of his life experiences. 

Briefly, the history revealed that at an early age he had suffered from acute 
theumatic fever which left him with painful joints and impaired cardiac function. 
The father—a self-reliant and highly religious but apparently ignorant and unfeeling 
man-—had then taken a strong dislike to his “weakling” son and had placed nu- 
merous obstacles in the way of the latter's schooling, including almost impossibly 
high requirements as to scholastic performance to compensate for his athletic defi- 
ciencies, Despite all handicaps, including the necessity for partial self-support, the 
patient completed junior college and later, special training for an accountant’s cer- 
lificate. The strain, however, told on his health, and at the age of 21 he again fell 
seriously ill, was diagnosed as having moderately advanced apical tuberculosis, and 
was sent to a municipal sanatorium. He took even this serious setback with good 
grace, cooperated well in his treatment and was making a fair recovery when he be- 
came enamored of a girl who had herself recovered from mild tubercular pleurisy 
and was about to leave the sanatorium. Understandably fearful of losing her, the 
Patient persuaded the hospital physician who apparently in this instance let his 


romantic paternalism affect his medical judgment to permit their joint discharge. 
and the couple were married soon afterward. 


i Misfortunes, however, Promptly bega 
given credence outside the Book of Job. 
salary as a bank clerk, 


n to pile up at a rate that would not be 


a note to the effect that she “couldn't any longer tolerate a 


especially a thief.” Two days after this. the patient was com- 
pletely cleared of all responsibility in the bank theft, only to be told by the bank 
manager who had originally accused him that “for obvious reasons, we can no 
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longer work together” and that the patient would therefore have to resign his 
position. That night, in a fit of coughing, the patient fo the first time in months 
brought up blood-streaked sputum—a strong indication that his tuberculosis was 
reactivated, and quite probably more seriously than ever. With everything gone— 
job, wife and even marginal health—the patient gravely considered suicide, but then 
came to a preliminary decision; since sober habits, hard study, honest work and 
faithful devotion had brought nothing but frustration and sorrow, before he died he 
was going to have an orgy, however brief, of defiant self-indulgence. Not knowing 
quite how to go about this, he collected all his available funds and began with what 
he had heard the men at his office boast of —he went to a locally notorious saloon, 
Picked out one of the most expensive “hostesses” and, for the first time in his life, 
Set out to get drunk. His companion proved very receptive to the idea, bought a 
plentiful supply of liquor with his money, accompanied him home, and there 
continued to ply him with drink until he was in a confused stupor—after which she 
appropriated a considerable fee for her services and left him to his own devices. The 
next day the patient was found in a state of active delirium by a neighbor who had 
Previously liked the patient as an unobtrusive, friendly person, and who now rightly 
reasoned that he “must be out of his mind to act this way.” Fortunately, the 
neighbor refrained from calling the police ambulance and instead brought the 
Patient to the University hospital for medical care. 

Treatment. The patient's therapy was first designed to meet his urgent medical 
needs and then directed toward his immediate social rehabilitation. A 
phthysiologist, called into consultation, diagnosed some reactivation of his 
pulmonary tuberculosis but, fortunately, was able to control it quite successfully by 
a partial pneumothorax. The cardiac lesion was similiarly re-checked and found to 
be sufficiently compensated to permit the patient a considerable latitude of physical 
effort. The psychiatrist then took an actively reconstructive role in helping the 
Patient reorganize his affairs. The bank manager was summoned for an interview 
and came, as was to be expected, partly out of curiosity and partly in a defensive 
patronizing “-knew-he-was-queer-all-the-time” attitude. Nevertheless, the psychia- 
trist, while ostensibly appealing to the manager's humanitarian sympathies, tacitly 
implied that if the patient remained embittered he might well take justifiable legal 
action against the bank and its officers; this evoked sufficient concern to induce the 
manager, with a somewhat hurried air of “Let’s let bygones be bygones,” to re-em- 
Ploy the patient at an increased salary. Next the patient’s wife was similarly inter- 
viewed, and her own needs for security and fear of her own friendless ill health were 
utilized in a manner not only to effect a reconciliation with her husband, but also to 
make more probable somewhat greater interdependence and consequent harmony 
in their financial, sexual and social interrelationships. With his most pressing prob- 
lems thus partially resolved, the patient was discharged from the hospital, but with 
Pre-set arrangements for interviews at weekly intervals to help guide him through 
the inevitable difficulties of his readjustments and to guard against renewed 
tendencies to overreactive ambition and overintensive effort. When seen in a follow- 
up interview a year later, he reported that he had passed his accountancy examina- 
tions, had been promoted to the position of chief teller at his bank, was fairly happy 
in his work and in his marriage and had experienced no further serious difficulties. 
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Comment. There has been a tendency in some precincts of analytic 
theory to attribute certain behavior patterns exemplified by this patient to 
be the influence of inherent “tendencies toward self-destruction” springing 
from a postulated “death instinct.” Analysts of this persuasion would essay 
to explain his serious illnesses as unconscious expressions of self-destructive 
tendencies under environmental stress, and some would equate the patient’s 
self-induced alcoholic stupor with “partial suicide.” Others (e.g., 
Greenacre, Fenichel), might point out that the patient was also 
“masochistic” in his choice of wife, his employers, and even of the woman 
companion on his drinking spree. 

And yet, a diametrically opposite theoretic interpretation—namely, 
that all of the patient’s behavior was hedonistically oriented—could be 
made with considerably more justification with reference to the anamnesis 
and the therapeutic results. Thus, it is quite understandable that the 
patient, when he was ill, discouraged and lonesome in the sanatorium, 
should fall in love with a girl who, by virtue of her similar illness and de- 
pendency needs, could be expected to Prove a sympathetic and faithful wife. 
Similarly, his subsequent neglect of his health was to him, a small risk 
compared to the danger of losing her and his home: So, too, his final fling, 
while “suicidal” in an escapist sense, was much more a grasping after 
whatever pleasures and companionships were still available in the face of 
what seemed to be overwhelming travail. Finally, if we avoid esoteric theo- 
nizing, we have little ground for asserting that this patient consciously or 


unconsciously traduced himself into illness, occupational failure or other 
misfortune because of “reactive a 


instead of behaving 
“masochistic,” 


e ake an active and not merely a safely aloof 
in helping the patient within the ethical and 
; appropriate to a physician, (d) the skillful utiliza- 
tion of dynamic psychiatric techniques in securing the essential cooperation 
of people important to him and, finally, (e) not resting content until the 
patient had become reestablished to the Point at which he no longer needed 
or desired the Psychiatrist’s aid. As to “insight,” that developed implicitly, 


Operationally, and therefore truly effectively throughout the course of the 
therapy. 
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Other Forms of Personality Disorder 


There are, of course, innumerable other “types” each of which can be 
labeled with some particular trait considered outstanding by clinicians who 
are taxonomically inclined. Freud (Collected Papers, Vol IV) distinguished 
three such “character-types”; (a) the exception—i.e., the patient who 
wishes to think himself uniquely used or abused by nature (e.g., the de- 
formed and bitter Richard III) and therefore justified in exceptional acts; 
(b) those wrecked by success, who cannot, because of their fears of hostile 
Tetribution, permit themselves stable attainments in any field of endeavor, 
and (c) criminality from a sense of guilt—i.e., those who by antisocial acts 
Court expiative punishment. 

Other “types” occasionally distinguished are: the recklessly short- 
sighted hedonist, the affectively imbalanced (e.g., the explosively impulsive, 
the fixedly pessimistic, the hypersensitive, the moody, the dramatically la- 
bile or emotionally cold), the socially contentious (‘‘cranks,”’ litigants), 
“get-rich-quick planners,” the “self-righteous martyr,” the fantastic or 
“pathologic” liar, often for no direct advantage discernible to others or 
even himself, the narcissist, who must focus every possible situation upon 
himself, the subhypochondriac, the malingerer, and finally the variety of 
transvestites or “sexual deviates” (DSM II 302) whose erotic interests and 
expressions range beyond those accepted by the predominant social milieu. 
Some psychiatrists consider it advantageous to distinguish such behavior 
Patterns as a whole from standard psychiatric categories such as the 
Psychoneuroses, “borderline” or “‘pre-psychotic” personalities, and “ambu- 
latory psychoses”; but in general the differential criteria, as elsewhere in psy- 
chiatry, will be found to be neither specific nor prognostically or thera- 
Peutically useful. Indeed, as Cleckley implies in his Mask of Sanity, neurotic 
and sociopathic personalities may reach high places in the arts, the 
Professions and in politics and industry, and thus feel even less need for psy- 
chiatric help than do their less successful fellow men. 

Adult Maladjustments (DSM II, 316). This heading covers the infinite 
variety of human reactions to tribulations when these responses are not 
characterized by overtly neurotic or psychotic behavior. The psychiatrist 
Cannot lose sight of the fact that, interpret his environment as he will, a 
Subject has only limited control over it, and is entitled to become dis- 
Couraged, unhappy, bitter or sorrowful under adversity. The rejected child, 
the wife of a brutal drunkard, the outcast cripple, or the penniless, forsaken 
geriatric patients who develop such reactions are not necessarily “neu- 
Totic,” but are pathetic and often helpless victims who need social aid 
rather than psychiatric therapy. It is for such reasons that the psychiatrist 
must be more than a person possessed of deep human sympathies; he must 
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be willing and able to help his patients out of their “realistic” as well as 
their “neurotic” difficulties insofar as is possible and ethical, and he must 
know and enlist the charitable and social resources of the community to 
these ends whenever that, too, is necessary. 


GENERAL PROGNOSIS IN PERSONALITY DISORDERS 


This of course depends on a number of interrelated dynamic considera- 
tions, among them: (a) the amount of anxiety (inner dissatisfaction and ap- 
prehension) present as an index of the incompleteness of the neurotic 
adaptation, counterbalanced by the extent to which the patient's current be- 
havior patterns suit his external circumstances: (b) the nature, depth and 
fixity of the patient’s motivational conflicts and symbol-formations, and (c) 
the availability of therapeutic resources such 
(familial, economical and social), 
supervision, and opportunities for 
permanently effective and rewardin 
are these and other vectors favorabl 
on the part of the patient nor adeq 
peutic results are present, so that 
portunity for long term psychothe 
skirt its edges for years wit 
improvement in behavior. Nevert 
tional therapy, the Prognosis is, c 
field, moderately good for reason 


as effective external pressures 
long-term psychiatric guidance and 
channelizing improved behavior into 
g patterns. Unfortunately, not always 
€; too often, neither sufficient incentive 
uate facilities available for good thera- 
many patients, even when given the op- 
Tapy, either break off the treatment, or 
hout effective insights or significant 
heless, with favorable conditions and ra- 
ontrary to the traditional pessimism in the 
able and maintained improvement. 
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Chapter 3 


THE NEUROSES: GENERAL CONSIDERATIONS 


ORGANIC FACTORS 


Neuroses (DSM II, Section IV), as distinguished from psychoses by the 
criteria presented in Chapter 6, have been defined as “functional” disorders 
of behavior representing suboptimal adaptations to stress and conflict but 
Not requiring institutionalization. However, since behavioral responses to 
Organic disease are also “functionally determined” responses to stress, and 
Since “neurotic” reactions in turn produce organic reflections, two 
Considerations important to the differential diagnosis of neurosis im- 
mediately arise: 

l. First, it must be recognized that normal findings on physical and 
laboratory examinations in a patient complaining of an illness do not prove 
that the illness is “neurotic, since otherwise we must assume (a) that our 
Present medical diagnostic techniques are complete and infallible; (b) that 
all possible organic diseases are known to the clinician and can be included; 
and (c) that this leaves the diagnosis of neurosis as the only remaining 
Possibility. Obviously the medical student entering the field of clinical psy- 
chiatry must not adopt the fallacious reasoning of “diagnosis by elimi- 
Nation,” else he may fall into the facile error of labeling “neurotic” any 
disorder he cannot otherwise identify, thereby exposing his patient to the 
grave danger of neglect or mistreatment of early or obscure expressions of 


Organic lesions. ; , 
2. Conversely, the presence of demonstrable pathologic changes in 


body tissues constitutes a threat to which the patient may react neu- 
Totically. For instance, a patient with hyperthyroidism may develop anxiety 
Or depressive states because of the adaptational problems as well as the 
Physiologic dysfunctions consequent to his illness. These reactions not only 
May complicate and exacerbate his thyrotoxic symptoms, but may persist 
after the thyrotoxicosis itself is cured. Indeed, since all infections, injuries, 
neoplasms or other pathologic insults inevitably give rise to anxiety and 
regressive or other responses, a “functional overlay” is inextricably 
Combined with that of the organic illness, and the differential diagnosis 
does not become a matter of eliminating one or the other, but of their inter- 
relationships. 
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These considerations, then, make it evident that the diagnosis of a neu- 
rosis must depend not on the presence or absence of organic disease, but on 
specific criteria related to the etiology, development and clinical charac- 
teristics of the neurosis itself. These differential criteria are outlined in the 
following section. 


Clinical Criteria for the Diagnosis of Neuroses (DSM II, 300) 


In general, those behavior disorders usually classified as neurotic have 
one or more clinical characteristics which may be previewed as follows: 


Presenting Complaints 


1. Anxiety. This term has ma 
Derived from the Latin angere, 
anxious”) and fear of retribution 
citide (“I am anxious about your h 


y subtle and interpenetrating meanings. 
it connotes hostility (“you make me 
(anguish) or, conversely, reactive soli- 
ealth”) and compensatory endeavor (“I 


uncertainty and adaptational 
development of nearly every n 
episodically recurrent or continu 


ous anxiety syndrome with subjective and 
Physiologic manifestations as des 


cribed under Anxiety Neuroses. 4 
2: Subjective and Reactive Deviations. Obsessions, compulsions an 


phobias may be developed to mitigate anxiety, whereas their transgression 
immediately elicits and exacerbates it. 


3. The Occurrence of Se 
chosomatic) Dysfunctions. These ma 
directly due to organic disease by the 


(b) The tendency of neurotic symptoms to vary greatly in character 
and to shift from one Organ or system to another (DSM II, 300). Thus, as 
the nature, Intensity and symptomati i i 


ic expression of a patient’s neurosis 
Xperiences over a period of years, he 
hesias, gastrointestinal 
and a variety of other 
nic etiology. 


syncopal attacks, 
f demonstrable orga 
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(c) The onset of symptomatic disturbances under circumstances of 
conflict and emotional stress (e.g., frustration, deprivation, insecurity). 

(d) The exacerbation of symptomatology when the stress is increased 
and the patient’s adaptive tolerance exceeded. 

(e) The mitigation of neurotic reactions when the stress is relieved. 
This may occur spontaneously by resolution of or escape from the stressful 
Situation, or as a result of various methods of “psychotherapy.” Thus, it is 
Suggestive of neurosis if a patient’s symptoms have been temporarily 
benefited by almost any type of medication, by a change of physicians, by 
unlikely therapies (including trials of chiropractic and naturopathy) or 
merely by a vacation from conflict-engendering stresses. 

4. The Function of the Symptom as Denial or Symbolic Expression. 
This may be relatively overt, for instance a neurotic paralysis of the right 
arm which makes it impossible for a soldier to continue in combat. 
Usually, however, the adaptive nature of the symptom is less apparent. 
Thus, a young mother who covertly rejects her child may be overly meticu- 
lous in its care, or ambivalent oral dependence may be manifest in the psy- 
chosomatic dysfunctions of an anorexia nervosa (v.i.). 

s Equally important, though less obvious, are the more generalized de- 
viations of conduct that distinguish the ‘character neuroses” and the 
sociopathic states” as described in Chapter 2. 


Family and Past History 


The patient’s anamnesis should indicate that his neurotic patterns had 
been derived from early experiences and that his presenting complaints 
were precipitated by stresses that specifically affected his sensitivities and 
SO exacerbated his aberrant reaction-tendencies. Thus, a patient particu- 
larly vulnerable to deprivation may react neurotically to a personal loss, yet 
remain immune to sexual or other frustrations. Conversely, another patient 
with deep feelings of insecurity may withstand all stresses well except those 


of threats to his prestige and control. 
Effects of Therapy 


Finally, the symptoms may be temporarily alleviated by therapeutic 
methods applicable only to neurotic dysfunctions. This “therapeutic test” 
relates to criterion 3(e) above and includes modalities that are effective for 
reasons that often remain unrecognized by the patient and sometimes are 
not acknowledged by the therapist. Examples are inactive drugs in homeo- 
Pathic doses, the administration of superfluous hormones, unnecessary 
verbal or calisthenic rituals and various other treatments, the only common 
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denominators of which are their reassuring, suggestive or mystical de- 
pendence of the patient on the therapist. Similarly, if a paralysis or an or- 
ganic dysfunction responds almost immediately to hypnosis or an injection 
of Sodium Amytal, or if more resistant dysfunctions improve over a aa 
period of time as the demonstrable result of more rational, dynamic an 
lastingly effective methods, the original symptoms may with some reason 
be presumed to have been of neurotic origin. Such are the criteria useful in 
the clinical diagnosis of neurotic reactions, whether or not accompanied by 
symptoms directly attributable to organic disease. ; F 

Aside from the physical manifestations of anxiety, sensorimotor, psy- 
chosomatic” or other dysfunctions, there are no pathognomonic physical 
signs of neuroses. The idea that absent pharyngeal reflexes, increased knee- 
jerks or other such “hysterical stigmata” are diagnostically significant grew 
out of confusions as to the nature of neuroses and has long since been 
abandoned. A 

In only a few cases, of course, will the initial clinical examination indi- 
cate that all of the criteria outlined can be applied, but if one or more are 
clearly pertinent, neurotic factors in the patient’s illness are probable. 
However, care should be taken not to regard as neurotic any bodily or be- 
havioral dysfunction that fulfills none of the criteria mentioned, even 
though the patient’s illness cannot be explained on purely organic grounds 
after thorough physicial and laboratory investigations. 

With this general introduction, we may proceed to examine more 
closely various clinical syndromes generally regarded as neurotic. 


THE ANXIETY NEUROSES (DSM II, 300.0) 

These are characterized primarily by direct manifestation of frank or 
This affect is felt subjectively as an unformulated 
apprehensiveness, ranging in intensity from vague uneasiness to panic, with 
Omatic accompaniments of heart consciousness or palpitation, rapid 

or irregular respiration, constrictive sensations in the chest or throat 
(globus hystericus), flushing, sweating, muscular tension or tremulousness, 
faintness or mild disturbances of Consciousness, and much more rarely, loss 
of sphincter control. The situations that induce such reactions* in any 
Particular patient need not, of course, be “objectively” threatening in the 
* Normal or deviant reactions. 
other such terms are u 
“Ego defenses”, 


gaged in interne 
Dynamic Psychi 


responses, behavior Patterns, adaptive maneuvers w 
this text in preference to the Psychoanalytic concept 0 
since the latter implies the mystique of a tripartite Id, Ego and Superego en- 


cine attacks and counterattacks (see Masserman, Theories and Therapies in 
atry, Science House, 1973). 


sed throughout 
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sense of immediately impending physical harm, but nevertheless, con- 
sciously or not, represent or symbolize associated dangers in the patient’s 
past and ostensibly “forgotten” experience. Correspondingly, since the 
patient’s reactions are not those evoked by specific fears, direct fight or 
flight cannot resolve his internalized conflicts. Instead, his responses take 
neurotic forms, such as spreading inhibitions, phobic aversions, psy- 
chophysiologic dysfunctions, compulsions and the even more dereistic de- 
viations of behavior described in clinical detail below. When these, too, are 
transgressed or breached, frank anxiety reappears. 


A patient with intense but repressed erotic drives who denies them through 
Profession of a moralistic punctiliousness may experience marked anxiety if directly 
confronted with sexual temptation; similarly, anxiety may be experienced by a 
patient who has guarded himself from expressing covert but pervasive hostilities if 
he is forced to handle lethal instruments during military training. In either case, the 
Patient, though in little or no personal danger, nevertheless senses that he is in a 
Position in which implosive impulses might occasion acts that, in his experience, 
had to be repressed on pain of extreme punishment. Under such circumstances, the 
Patient's anxiety persists until he can escape from the situation, master more ade- 
quate responses or, either spontaneously or with help, resolve the underlying con- 
flicts between his impulses and his fears. 


Differential Diagnosis of Anxiety 


Because of the wide range of physiologic expressions of anxiety, its 
symptomatology is sometimes confused with that of various organic 
diseases. Further complications arise when the two exist concurrently, in 
which case their expressions may be so intimately blended that differential 
diagnosis becomes a matter of considerable medical as well as psychiatric 
acumen. A few of the organic conditions from which the anxiety syndrome 
must be differentiated clinically may be mentioned as follows: f 

Hyperthyroidism. This disorder, too, may be characterized by 
tachycardia, hyperpnea, sweating, fatigability and muscular tremors and 
weakness. However, these symptoms are prolonged and progressive rather 
than episodic, and are accompanied by objective physical signs such as 
exophthalmos, widening of the palpebral fissure (Stellwag s sign), distur- 
bances in ocular convergence (Mébius’ sign), lid-lag or downward 
movement of the eyes (von Graefe’s sign), enlargement of the thyroid, loss 
of weight and a diminution of blood cholesterol content below 180 mg per 
100 cc. It must be noted, however, that other features usually thought to be 
Pathognomonic of hyperthyroidism do not actually furnish infallible dif- 
ferential criteria. For instance, the “basal metabolism” (rate of oxygen 
consumption during physical rest) is high in thyrotoxicosis, but so also it 
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may be raised 50 per cent or even more in anxiety states: indeed, it is 
doubtful that a tense, hyper-alert, anxiety-ridden patient can achieve the 
state of quiet relaxation postulated as the baseline of the test; in this event, 
the BMR tracing of the patient’s breathing may reveal irregularities, 
sighing respirations and other arrhythmias indicative of anxiety. Again, the 
administration of Lugol’s solution or thiouracil produces a temporary 
improvement in certain types of hyperthyroidism, but the nonspecfic, 
Teassuring or suggestive effects of any medication (especially barbiturates) 
may also ameliorate the manifestations of anxiety. Finally, it must be re- 
membered that the thyroid gland is part of the sympathico-adrenal system 
and is thereby intimately involved in intense affective states. Consequently, 
a catastrophic reaction or a chronic anxiety may, in susceptible individuals, 


initiate a reciprocal metabolic imbalance ultimately requiring medical or 
surgical intervention. 


hysical exertion, signs of cardiac 
» pathologically significant changes in the 
cial effects of rest, coronary 
s as distinguished from the purely 


Neurologic Lesions ait 
‘idi ic” ; r of t i sinus, 
“idiopathic” petit mal, senile, lueti y he carotid 


NEUROSES: GENERAL CONSIDERATIONS 39 


diseases, disturbances of the cerebellum or semicircular canals, and lesions 
in the vicinity of the diencephalon (sympathetic epilepsy of Temple Fay) 
give rise to symptoms that may resemble some of those included in the 
anxiety syndrome. However, the differentiation may be made not only by 
careful neurologic, serologic and special investigations, but by the general 
feature that the peripheral symptoms, while sometimes episodic and explo- 
sive, are not accompanied by the unmistakable feelings of subjective con- 
flict and apprehension that characterize true anxiety. 

Other Toxic and Organic Disturbances. Various forms and intensities 
of anxiety, often complicated by confusion and disorientation, may be 
caused by caffeine, amphetamine, “psychedelic” (LSD, mescaline or 
hashish) or acute narcotic intoxications (q.v.), endocrine dyscrasias (espe- 
cially the “hot flashes” with transient giddiness during the menopause) and 
other rarer conditions such as Addison’s disease and some of the severe 
anemias. 

“Hysterical Tetany.” A syndrome not infrequently seen is the occur- 
rence of carpopedal spasms associated with attacks of anxiety in patients 
with disturbed parathyroid, calcium and phosphorus metabolism; in such 
Cases, indeed, the subjective appreciation of anxiety may be minimal, and 
recurrent tetany under emotional stress may be the only presenting 
symptom. Generally, however, the diagnosis can be established by studies 
of the blood chemistry (low ionizable calcium and phosphorus), the 
Presence of jaw-jerk and hyperirritable tendon reflexes, the induction of 
Carpal spasms by the brief application of a tourniquet which cuts off the 
circulation of an arm (Trousseau sign), and the induction of mild spasms in 


all extremities by mild hyperventilation. 


Nomenclature of the Anxiety Reactions 


The classification of the various “types” of neurotic reactions 
characterized by overt anxiety is a controversial and often futile procedure, 
since (a) every shade of intensity from mild uneasiness to panic can occur, 
(b) the intensity and nature of the anxiety differ greatly with the changing 
contingencies of stress and resolution of conflict and (c) various modes of 
mitigating anxiety almost inevitably arise and may soon dominate the 
clinical picture. If, however, it is understood that the terms currently used 
to describe relaxed anxiety reactions permit every form of qualitative and 
quantitative transition, we may differentiate and define the following: ‘ 

An anxiety neurosis refers to the presence of persistent and diffuse 


anxiety, with recurrent exacerbations under special stress. 
An anxiety state denotes a more acute and pervasive reaction of 


tension; restlessness and hyperirritability accompanied by the development 


of phobias and obsessions. 
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Hysterical neurosis (300.1), has come to have an ambiguous meaning 
that differs with the connotations of the word “hysteria.” Popularly, the 
term has applied to any state of general emotional excitement, whereas m 
current psychiatric usage (as derived from Janet and Freud) “hysteria” is 
applied to “functional” sensorimotor disturbances. Nevertheless, some 
clinicians use “anxiety hysteria” to designate states of severe agitation up 
to and including nonpsychotic panics, while others use the same rer to 
signify anxiety with a large admixture of sensorimotor and visceral 
“conversion” symptomatology. Indeed, as psychiatric terminology has be- 
come more accurate and meaningful, the terms “hysteria” and 
“conversion” may be abandoned (cf. Glossary). 

Qualitative and perhaps roughly quantitative statements can be made 
of anxiety and the concurrence of various reac- 
tions such as phobias, compulsions or specific 


The following case abstracts may indicate more clearly the eclectic an 
fluid nature of the behavior patte ‘ i 


Cultural Rituals 


Let us first consider a da 
as it were, of the “ritualistic 
heading): 


y in the life of a modern urbanite (a prem 
Personality” described presently under tha 


CASE 7. Stereotyped normality (Not listed in DSM 11). Our subject awakens, we 
at eight in the Morning to the chimes of the town bell —a device modeled far less a 
sound-producing efficiency than because it has symbolized pestle-in-fundo sine 


Preaking a glass underfoot (defloration), throwing rice 
al car (to frighten away demons) and cal 
ering her first to the household god) had been part 
reality” presses, so he Tises from the right side of the bed, 
user leg and shoe first and also shaves his face beginning 
nd with the left is sinister and dangerous), At breakfast he 
may wonder, when he accidentally spills the salt, why he still retains a childish iM- 
pulse to throw Some over his shoulder (to appease the prankish devil obviously 
present) or to put salt on a bird's tail (birds are souls who may fly away, but can pe 

ings of a once-precious substance). Breakfast over, he buttons his 


` tacked a shining little brass 
w i i Ss Isis, moon-goddess of femi 
ninity, home and hearth) 


: | 
-5 3 Side, he glances up at the weather-cock (symbo 
of masculinity), raised as high as possible on the tallest spire in town, and begins t0 
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walk toward his office, buying a newspaper bannered by an eagle (Ra’s and Jove's 
messenger) on the way. The headlines disturb him slightly: the liberal faction (the 
worshippers of the god Liber-Dionysus who favored free instinctive expression) had 
lost the election in the national convention of his fraternal organization, so that now 
the official emblem of the presidency, embroidered with the traditional symbol of 
the gold star and silver quarter-moon (masculine golden sun in receptive vaginal 
moon), would cover the midpart of a High Potentate he didn’t like. But his reverie 
is interrupted when he passes the headquarters of the local medical society and sees 
a more reassuring symbol—either the two-snake sign of Mercury and Apollo, gods 
of service and medicine or, more properly, the single snake symbol of Aaron, phy- 
sician to the Hebrews, whose staff created serpents to liberate God's faithful from 
bondage. Another distraction is furnished by a flower shop which reminds him that 
next week is Easter (Oestra was goddess of spring and female fecundation) so that 
ife some attractive clothes, an orchid (orchis = 


he must remember to buy his w 
hildren. At the entrance to his of- 


testicle) and some colored eggs (ovaries) for his c! 
fice he is beseeched by eager Girl Scouts to buy some doughnuts for their cause and 
girls offered either themselves or, for a lesser 


does so (in ancient solicitations, nubile 
II proceeds to go to Myletta, goddess 


fee, symbolic cakes with a hole in'the middle, a 
of love), Our hero then shakes right hands with a friend (to show that neither car- 
ries a weapon), tips his hat to a woman acquaintance (masculine uncovering) and 
walks into the archway of his office building in common with other “unsuper- 
stitious, sane, civilized, realistic” citizens. Yet. had he neglected any of these “cus- 
toms,” he could have experienced a vague sense of mild to moderate anxiety. 


Cultural Relativity 


The behavior patterns here considered, including even more mystic re- 
ligious practices, can be placed in the context of their ambient culture; 
however, in variant forms, they may lead to what may be called the ri- 
tualistic personality—a term applicable to patterns of behavior lying 
between overstrict adherences to “normal” routines of living and those so 
deviant or socially maladaptive as to justify the diagnosis of neurosis. 
Under favorable circumstances, such persons ate inclined to be orderly, 
conservative, ascetic, overly conscientious and meticulous to the point of 
perfectionism. Under stress, however. they are prone to have ruminative 
doubts and trepidations, and to become hesitant and indecisive, vacillate 
between opposite and fleeting decisions and are correspondingly ambivalent 


in their interpersonal relationships. 


CASE 8. Hysterical neurosis, conversion ype (300.13). Dysfunction: military im- 
plications. A 28-year-old man complained that since his service in the Navy two 
years previously he had suffered from episodes of anxicly described by him as “a 
stifling in the heart and in my breath and a feeling of being all tensed up and in a 


cold sweat. I get scared and want to run away from I wouldn't know what or 


where.” The episodes almost invariably occurred when he heard a loud, unexpected 
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noise, when he was forced to ride upward in a crowded elevator, when he had to 
wait his turn in a line of people or when he saw a motion picture depicting military 
maneuvers. He had built up various Protective patterns such as avoiding crowds and 
theaters, walking up stairs whenever he could, insisting on absolute quiet at home, 
or even wearing cotton in his ears, but these devices on the whole had been inef- 
fectual and his attacks of acute anxiety had continued to be frequent and severe. 
Moreover, his sleep was increasingly disturbed by a repetitive dream in which he 
tried desperately to reach the head of a column of people, always failed, and 
inevitably woke ina state of deep apprehension, 

Physical and laboratory findings were normal and special examinations showed 
no evidences of neurologic or endocrine disease, except that the basal metabolic rate 
was reported as plus 37. 

The past history of the Patient indicated that he had led a somewhat sheltered 
life, but had made consistent educational and vocational progress and had become a 
ive i married happily, and had shown no 
Tesenting complaints. 


ies to his experiences during naval 
he began by recalling only defensive “screen memories,’ 10 


chosen the Navy because its training 


; had become resentful and occasionally dejected 
during the interminable irrational routines of 


fairly well until he was sent from hi 


» he was able to find two sources of security: the 
feeling of personal safety and pride in the 
y of his ammunition squad. One day, however, one of the most 
is team dropped a live shell on the deck—a harmless occur- 
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patient heard that a serious explosion in the magazine of another ship on patrol had 
killed eight men. His anxiety attacks immediately became more intense and 
frequent, his nights were tense and sleepless, and he became so susceptible to startle 
Teactions in response to sudden noises or flashes of light that the functional nature 
of his illness was easily recognized. Unfortunately, no therapy was instituted, and 
the patient was given a medical discharge. He returned home, where his arm rapidly 
improved; nevertheless, his anxiety attacks and his symbolic fears of crowds, eleva- 
tors and war scenes continued almost unabated. One other episode illustrated the 
semantic spread of these symbolisms: when he returned to work, his employer 
welcomed him, but explained that since his old associates had been promoted 
during the wartime expansion of the company, the patient “would have to take his 
Place in line” for his turn at advancement. Although this was what the patient had 
expected, the phrase “place in line” induced a severe attack of anxiety, followed by 
Uncontrolled sobbing. Similar reactions of anxiety and emotional instability had 
Seriously interfered with his occupational and social readjustments and evenutally 
occasioned admission to the Clinics. 

Therapy. In brief, this consisted of hospitalization for temporary removal from 
Current stresses and responsibilities, sedation to control insomnia and general 
tension, and a complete diagnostic checkup to allay the patient's half-wishful 
“fears” that he was suffering from some serious physical disease instead of a 
“less serious nervous breakdown.” When adequate rapport had been gained, the 
Nature of the patient's conflicts and his various symbolic defenses against pervasive 
anxiety were traced to his military experience, and preliminary “intellectual” 
insight was thus established. Concurrently, he was reintroduced into increasingly 
active and competitive group activities such as card-playing, quoits and baseball. In 
this way, too, he was induced by the therapist to enter situations he had previously 
own and then up the elevator to the playground, 
Passage through the noisy hospital basement, the interpolation of a previously dis- 
turbing war picture at an evening’s movie show, and so on. Recurrences of mild 
anxiety during each such experience were interpreted simply and directly in 
Preparation for the next and possibly more difficult one, and in this manner the 
Patient's phobic tendencies were both anticipated and eliminated through prepara- 
tory set and subsequent mastery in action (an ancient technique now labeled “be- 
havior therapy,” as though to obscure the fact that all therapies deal with behavior). 

Change in Basal Metabolic Rate. This also showed an interesting reversal: a 
Second test given three weeks after the first showed a metabolic rate of plus 3. In- 
quiry at this time revealed the cause of the descrepancy 1n the two BMR readings: 
the patient recollected that when the mask of the apparatus was fitted to his face for 
the first time, he had vaguely associated it with a memory of seeing oxygen 
administered to seriously injured war casualties, and had experienced severe 
anxiety, which, with some difficulty, he had concealed from the technician at the 
time. On the second test this reaction was minimal, with a normal metabolic 


reading as a result. 

A few days later the patient le 
work, and has since remained symptom- : 
exposed to unexpectedly intense sensory stimuli. 


avoided, e.g., a casual ride d 


ft the hospital greatly improved, returned to 
free except for mild startle reactions when 
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Comment. The case presents certain almost obvious but highly instruc- 
tive features. Most prominent is the development of an unconsciously de- 
termined motor dysfunction (the arm paralysis) as a temporary adjustment 
to an otherwise insoluble motivational conflict between need for partici- 
pation in a group defense (duty) and fear of personal danger. The paralysis 
temporarily resolved the impasse and provided some escape. However, the 
patient’s fears were again exacerbated by the news of the explosion ona 
sister ship, after which there was a spread of phobic aversion to various 
symbols both “objective” and “verbal;” i.e., noises, elevators, crowds, 
people in line and other such associations reactivated the conflict and again 
provoked intense anxiety. Fortunately, the patient was able to reexplore his 
fears under the guidance of a therapist he had learned to trust, and was 
thus able to reorient his symbolizations, desensitize his reactions and rear- 
range his patterns of living in accordance with therapeutic techniques that 
may be simultaneously designated “analytically interpretative,” ‘‘dy- 
namically re-explorative”’ or “behaviorally therapeutic.” The case also 
illustrates some of the residual effects of the traumatic or dehumanizing 
experiences of warfare that affect countless thousands of men long after 


their acute traumatic experiences in war or elsewhere are ostensibly 
“forgotten.” 


Obsessive-Compulsive-Phobic Reactions 


An obsession is an obtru 
in consciousness even thou 
illogical and morbid (in ps 


nd transient obsessive phenomena are com- 
a persistent “hunch” or a memory that keeps 
irrelevancy to current circumstances. Rang- 
to those that are increasingly morbid are 


ic, dereistic or Paranoid 
depressive, grandiose or schizoi 
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are in part an expression of strong unconscious wishes, they are not 
amenable to the usual forms of reasoning or persuasion. Phobias also are 
akin to compulsions in that professed attempts to act counter to their sup- 
Posed dictates give rise to severe anxiety. 

There are, obviously, as many varieties and intensities of phobic reac- 
tions as there are experiences which may become charged with conflict and 
anxiety and thereafter directly or symbolically feared and avoided. 
However, certain clinical types are relatively common, among which are 
the following: M 

Fear of crowds (ochlophobia) or the close proximity of other indi- 
viduals. This is often a protection against erotic or aggressive urges that 
might be awakened under such circumstances. A common variant is street 
Phobias in women, with only partially repressed fantasies of promiscuity or 
Prostitution, which lead the patient to insist, for reasons she cannot logi- 
cally explain, that some member of her family accompany her wherever she 
goes, 

Excessive aversions to dirt (ssophobia), injury (traumatophobia), 
disease (pathophobia) or unrelenting dread of death (thanatophobia) occur. 
These are often covert expressions of fears of punishment (guilt) over 
Tepressed hostilities toward others and may therefore be accompanied by a 
reactive oversolicitude for the persons hated. Other defenses against 
fantasied retributions in such cases are compulsive washing (ablutomania), 
exaggerated precautions against infection or injury. or persistent hypochon- 
driac Preoccupations requiring almost continuous medical ners fe 

Fear of heights (acrophobia) is often elaborated into at; hes g 
elevators, airplanes, tall buildings, mountain roads, etc. In Me: pho T 
‘Teaching heights“ may be fantastically equated with attaining He ` 
Sexual or other successes which would evoke jealousy and punishment Bibs 
those more powerful than the patient. Such fears, despite their heidi 
forms, are often traceable almost directly to intense familial Topa a 
retreats to self-circumscribed passivities. Closely allied to a a SBA 
Morbid dread of syphilis (syphilophobia) or of “insanity” (Psyc hee sous 
as the supposedly inevitable consequences of masturbation uf ate 
ridden erotic transgressions. However. in is con prone ts sym- 
expressed, such preoccupations may also connote other Ma za E 
bolisms; e.g., that “insanity” signifies a release from TERR ai $ t and for- 
hibitions and, at the same time, is an illness requiring to Fa a a 
Biving social care. In this sense, many a neurotic sage ee E = 5 
intense “fear of being committed” covertly relishes t x r ne ite 
regressive escape to the fantasied haven that an errant but helpless 
8iven child would find in a secure. all-productive e sedise the: prih: 

Obessive-compulsive-phobic phenomena led Freud to s 
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ciple that all behavior was designed to seek pleasure and avoid pain 
(pleasure-pain or hedonic principle) by adding the concept of “a repetition- 
compulsion based on instinctual activity.” In this extension of theory, 
Freud postulated that traumatic experiences in childhood were thereafter 
compulsively reenacted and derived their “masochistic” quality from an 
“instinct toward self-destruction” (Thanatos) which opposed the libidinal 
forces of life and growth (Eros). This formulation, however, may be re- 
viewed in relation to the biodynamic functions of compulsive behavior as 
follows: 

Reexploratory Functions. A compulsion may represent a restless at- 
tempt to reexplore a situation in order to “work through” and dissipate 
some experiential trauma. An elementary example of this on a semicon- 
scious level is the tendency to keep touching an aching tooth with finger OF 
tongue to see whether the Pain is diminishing or at least not increasing 1n 
intensity; significantly, if the pain is found to be increasing or excruciating, 
the process of exploratory testing ceases. So also, with far greater symbolic 
displacement and almost no conscious control, a soldier with an acute 
combat neurosis may dream night after night that he is reliving a horrible 
battle scene, as though by vicarious reexperience he can dissipate his resi- 
dual anxieties and wake into a relatively safe and reassuring present. 
Should the conflicts Persist, however, other “defenses” (e.g., repression, 
counterreaction, symptom-formation, etc.) must be utilized to avert either 
an overwhelming panic or a Complete regression to an oblivious stupor. 

Wish-Fulfilling Functions, A compulsion, like a phobia, may also 
Serve as a symbolically disguised attainment of a repressed desire. Many a 
or gesture (e.g., cocking of the head, a mechanical 
ggerated accent) unconsciously expresses some 
asy of displaced aggression or erotism, or of 
h some envied figure significant in the patient’s 
more active and persistent patterns, such as the 
eel objects (délire dy toucher) or to perform other 
is, May represent a quasi-magical acting-out of primitive impulses 
Senientously to explore and control every portion of the environment. 
emp dn orn a lg Smmuon may be a smo at 
pie ak re ndo” a guilt, €g., Lady Macbeth’s tortured attempts : 

ood of the murdered King Duncan from her hands. And yet in 


e very act of denial or expiation, the repressed erotic or hostile wishes 
again appear in newly displaced guise. 
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while this served to conceal her attitudes from herself and, incidentally, from the 
school Principal, whom she regarded as a tyrannical parent-surrogate, her uncom- 
Promisingly rigid perfectionisms also expressed her hostilities against her pupils and 
more successful fellow-teachers. Both were regarded as rivals for parental favor and 
treated with a ruthlessness all the more vicious because of the patient's impregnable 
cloak of prim and self-righteous sacrifice. 


: Because of such hidden satisfactions and overdeterminations, compul- 
Sions, like obsessions and phobias, are readily formed and not easily relin- 
quished, and thereby become an integral part of many neuroses. 


Repression of Anxiety 


‘ Conversely, should any of these phobic aversions or obsessive-compul- 
Sive diversions fail, the anxiety engendered by the original and unresolved 
conflict immediately reappears. But since severe anxiety is an untenable 
State of being, the patient must mobilize whatever other denials or adapta- 
tions he can muster from his innate capacities, repertoire of experiences 
and derived verbal or manipulative symbolisms. One type is particularly 
Significant, since it may seem to result in an apparent negation of anxiety 
with a counterreactive euphoria. The following case is illustrative. 


A young lady came to the psychiatrist 
hich read: “There is something queer 
f 240/142 and has probably been 
s she has had no symptoms at 
and she knows it’s a fairly 
alescence. But 


CASE 9, Counterphobic reaction (300.0). 
from her physician bearing a sealed note W 
about Miss ——. She has a, blood pressure O 
Severely hypertensive for a least two years, but she say: 
all. Next week she’s to have a complete sympathectomy 
dangerous operation with probably a long and uncomfortable conv 
that doesn’t seem to faze her either. Is she schizophrenic?” 


True enough, when the patient —a winsomely attrac y iter 
al slight headaches, she “felt fine” and if 


a a at first that, apart from occasion : SORSA ja ace 

ctors thought she needed a serious operation, the thing to do was to ave it 
and not worry about it.“ Far from schizoid, however, was her sympathetic interest 
pa everything and everyone about her, her facile affective reactions to all topics 
Under discussion other than her own illness, and the friendly rapport she rapidly 


cultivated with the interviewer. Briefly, her psychiatric history revealed that her 
Parents were cultured, artistic people devoted to their only daughter, that her home 
life and been relatively happy. and that she had been popular and successful at 
School and college—far more because of her ingratiating good humor and ex- 
traverted activities than her outstanding scholastic abilities. Early in life she had be- 
come interested in dramatics. had cultivated her voice under expert tutelage, and 
ad starred in high school and college productions. A talent scout had heard her 
Performance in one of these and had offered her a contract for a minor singing role 
in a traveling operetta company after her graduation. The patient had been 
Overjoyed, since she considered this as a start on a long-coveted stage career. Cor- 


tive girl—was interviewed, 
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respondingly great. therefore, was her disappointment when a voute ee 
examination for participation in actors’ equity insurance revealed a Lina ee 
of vascular hypertension which made a stage career apparently yep i ‘a Te 
The patient's reactions to her disappointment were characteristic: she rE nee 
seriousness of her illness to herself as well as to others, trustingly put A ie 
the hands of her physicians, and blithely planned to fulfill her contract a n A 
“slight delay” of her operation. The defensive nature of this behavior M 
came apparent when the patient later confided that she had really been h ager 
from headaches, tinnitus, vertigo, fatigue and other symptoms for several sae 2 
wished to seek help, but had feared to do so because a serious disorder me ta 
diagnosed. Finally, she confessed, with what was now an unconvincing pa 
nonchalance, that if through some inconceivable chance she could not conte = 
dramatic career, she would hardly consider life really worth living and suici 
would be the only solution. F vede 
Here, then, was an individual whose denials of symptoms was a SE 4 
vice designed to mitigate otherwise catastrophic anxiety, By this defense ie oe 
kept herself tolerably cheerful, active and socially useful but, unfortunately, a me 
expense of neglecting the Premonitory signs of a dangerous illness. The unusual, a 
significant, feature of this case was the persistence of this denial of anxiety up to 
moment of the psychiatric interview. ese 
Course. Under sympathetic encouragement the patient was able to confess 
most to the full her doubts and trepidat 
Some of these were characterized by m 
and protestations of hopelessness and 
charge, since it evoked understanding 
quieter and more Teceptive to realistic 
attitude from a brittle, anxiety-ridden 
and stable courage, a Smit 
time, but now rarely done 


ions during the course of several interviews. 
arked emotional “catharsis,” including ee 
discouragement, yet each such affective be 
acceptance and reassurances, left the Se 
Orientations. Finally, when she changed he 


-was planned and performed. She cooperated well F 
ereapy, and left the hospital with a relatively a D 
y of her physical limitations but also of her remaining 
capacities for creative and relatively happy living. 


The Ritualistic Personality 


This designation may be used to describe a character-formation lyi i 
between a somewhat overstrict adherence to the “normal” routines lly 
living just described (and cf. Case 7) and those so deviant and socia 


maladaptive as to justify the term “neurotic”. Under favorable circum- 
Stances such persons are inclined to b 


conscientious and meticulous to the 


they are Prone to have ruminative d 
hestiant, 


e orderly, conservative, ascetic, over- 
Point of perfectionism. Under stress. 
oubts and trepidations, and to become 
indecisive, vacillatory among opposite and fleeting decisions and 
correspondingly ambivalent in their interpersonal relationships. 

These characteristics, when combined with Superior intelligence, may 
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qualify the individual for certain special pursuits (e.g., bookkeeper, com- 
puter programmer, brief lawyer) that require unremitting attention to de- 
tail, self-critical exactness and plodding persistence. Unfortunately, 
however, such persons, despite a carefully stocked and indexed memory 
and manner of reserved profundity, are not usually fitted for imaginative 
research, inspiring teaching or creative accomplishment. Moreover, should 
their accustomed routines fail them, a restless anxiety appears which re- 
quires the formation of new and more elaborate rituals until, finally, the 
obsessive-compulsive reaction becomes excessively rigid and manifestly de- 
viant. Even then the patient, though he may profess eager willingness and 
actually abide by all external requirements of the therapy, often shows 
intense resistance to change. Moreover, since he usually lacks friends and 
may already have alienated his family, other interpersonal and environ- 
Mental influences are not readily available. Despite the prominence of 
Obsessive-compulsive features in our culture (Case 7), from an etiologic and 
Prognostic standpoing “normal” rituals that become progressively in- 
tractable may be transitional to a psychosis. 7 

_ The following case history illustrates a transition to more symbolically 
disruptive phobias, obsessions and compulsions. 


CASE 10. Anxiety reaction with zoophobia (300.2). A 19-year-old girl was brought 
to the Clinics with but one presenting complaint: a “fear of dogs” of such intensity 
that she repeatedly searched her home to make sure that no dog was there, and had 
Tefused to visit elsewhere for weeks because of the possibility of encountering a dog 
IN some other home. Direct inquiry, however, revealed that this was not absolute 
Cynophobia; for instance, she was not afraid of dogs on the street, but only that she 
Might encounter them in houses; even there, she feared no physical injury; yet 
experienced the physi ic manifestations of anxiety. 3 
The pre N D was noncontributory and the Binet test 
confirmed the impression of normal intelligence. However, the psychiatric E 
which was Obtained with very little difficulty because of the patient s passive an 
naively dependent transferences to the therapist, revealed certain Bena tiE RANEES 
Which could be traced dynamically as follows: Fane NA 
The patient's mother was a severely disturbed woman ae AE in- 
repressed extramarital fantasies, was continually suspicious t R made his life 


NOcuous husbs vee a er. In reaction she had for i 1 
sband was unfaithful to her. vanes on ree orderliness in the 


Miserable b sabe riia, ISIS i 
y her perfectionistic cleanliness, 1s : et Be 
Cusehold and multiple other compulsions with which she forced the family 
hone The patient had been raised with the same © tes 
ere but had become excessively dependent on the mother, 
“ith her and t imi ti terns. 
o adopt similar neurotic patte ae Were 

When the patient was eight, a younger brother was born, a a gat 
vame the family favorite. As soon as the baby displaced her a z ny meal 
bedroom, the patient began to have night terrors and shortly thereafter develop! 


overtly aggressive overso- 
lined to identify 
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her first phobic and compulsive reactions. One pattern particularly well re- 
membered was the urge to burn the baby’s sheets. diapers and toys. Significantly, 
this obsession, according to the patient's own memory, was “cured” when an aunt 
upon whom she centered her yearning for renewed affection gave her an expensive 
bracelet and told her “to look at it and remember me every time you feel like 
burning something.” Other mild Phobias and obsessive-compulsive patterns ap- 
peared throughout adolescence, but the patient was able to complete business 
school and to work in an office for several years before her “breakdown.” However, 
her repressed but intense rivalry with her brother persisted and, about a year before 
her admission to the Clinics, became focused on his insistence that he be allowed to 
keep a male Puppy as a pet. The patient argued against her brother's demands on 
various rationalized grounds such as that the dog, which the patient apparently 
equated with yet another unwanted rival, would bring “dirt and disease” into the 
home, but she finally tolerated the animal after exacting a solemn promise from her 
Parents that her brother was to be given no further concessions. Two months later 
the brother succeeded in getting the parents to accept a puppy “to keep the other 
dog company,” and it was then that the patient’s objections became so violent that 
both dogs had to be removed. The damage, however, had already been done: the 


this, she began to make serious plans for an immediate marriage to a man she had 
known only a few weeks and who, in reality, had no matrimonial intentions 
whatever, In another compulsive effort to tear herself away from her conflictful fa- 
milial ties, she applied to her physician for an examination preliminary to service in 
the Women’s Army Corps. The physician apparently considered the patient psy- 
chotic, despite the lack of fixed mood disturbances, overtly delusional content, fixed 
sanatorium, where her sole therpay consisted 
oklon and one electroshock convulsion. These 
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duced to visit the hospital animal quarters with a motherly nurse delegated by the 
Psychiatrist; next, she was casually assigned to stuff toy animals in occupational 
therapy, and eventually even visited the therapist's own laboratory and petted his 
dogs with little or no reaction of anxiety. Concurrently, she revised her unrealistic 
“plans” for immediate marriage or Army service and agreed instead to return to 
her home and her job. As expected, she at first found it necessary to visit the psy- 
chiatrist at weekly intervals with new complaints, the content of which continued to 
be naive and directly symbolic. For instance, she protested that “mother’s canary 
keeps me awake nights,” or that she had become angry because her father had 
bought ice-cream cones for the neighbor's children “who would get spoiled if he did 
that.” Gradually, however, these visits became less necessary and frequent, and the 
Patient, two years after her discharge, was free of disabling symptoms, was working 
Steadily and, though neither mature nor completely emancipated, had cultivated 
fairly satisfactory extrafamilial interests, contacts an relationships. 


Comment. If we neglect for the moment the many ancillary dy- 
Namisms operative in this girl's neurotic behavior, it is apparent that her 
Primary motivational conflict lay in her dependence on her parents as op- 
Posed to her ambivalently jealous attitudes toward her brother. Because of 
his position in the family hierarchy, she could not openly antagonize him, 
but she displaced her anxiety-ridden aversions onto sibling surrogates such 


as dogs and canaries and regressed into a childlike dependence on her 
Parents, while at the same time making them suffer for their fancied re- 


Jection of her. In therapy, advantage was taken of the ease that the patient 
had Previously displayed in transferring her dependency needs to anyone 
who would give her security for the moment. The therapist thereby 
assumed the role of the parent and helped mitigate her anxiety in the 
Protected environment. After this, he could guide her in extramural adjust- 
ments and, finally, into more generalized and emancipated interpersonal 


relationships outside her immediate family circle. 


Counteraggressive Anxiety 


As we have seen, any strong motivation that threatens to break 
through counterposed fears and inhibitions gives rise to anxiety. Thus, 
anxiety of the adolescent threatened by forbidden sexual mp aes 
Surprisingly prevalent in our culture and is eee es ie 
su ion—an act charged since y - 

Pposed effects of masturbation—an nishable by symbolically cas- 


Cestuous i nd thereby pu š A 
fantasies and fears, a “consumption” or “in- 


tratiy . . s hood ‘i 
one loss of man , y 
tributions such as one that warns against a 


Sanity.” ceive form of anxiety is ; 
y.” An even more incisive which threaten to break their bounds. 


Welling-up of repressed a ions 
: ggressio 1 É 
1S type of saris is very commonly experienced by soldiers who, for the 
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first time in their lives, are trained in the use of lethal weapons for the 
express purpose of homicide. Under such circumstances, they may develop 
an Overcompensatory loyalty to the “buddies” in their “outfit” as distin- 
guished from a fantastically depersonalized or brutalized hostility to “the 
enemy.” Unfortunately, in nonmilitary situations this type of defense is not 
readily available, and in such cases the anxiety may reach great intensity. 
One exemplification of this became so common among workers given charge 
of potentially destructive machines during the early expansion of war plants 
that for a time their term “crane neurosis” had a nosologic meaning of its 
own. An interesting example is the following: 


CASE 11. Obsessive-compulsive neurosis with homicidal preoccupations (300.3). A 
22-year-old laborer complained of typical and severe anxiety attacks that had begun 
two months previously, and which he attributed to “heart disease from overwork.” 
The history revealed that he had been raised amid privation in the slums of a ste¢l 
town, had received relatively little formal education, and had grown up with strong 
resentments against an economic system that, he felt, sentenced him to a life of 
squalor and drudgery. These resentments had been intensified by his first years of 
work in the steel mills until, seeking support for his social hostilities, he joined a 
radical political group pledged to a program of violent revolution. In accordance 
with the party plan, he was assigned to remain and, if possible, advance himself in 
the steel mill so that he “could work and then strike from inside.” When the wat 
came, however, circumstances changed rapidly and ina way that made the patient's 
attitudes toward his job and his employers considerably more ambivalent. Because 
of his skill and intelligence, he was Promoted to profitable work amid favorable sur- 
roundings, and when he again proved his competence, he was classified as an 
“essential laborer” and so saved from dreaded military service. Finally, he was 
given the best-paying and most responsible job available at his level of em- 
ployment—operating a huge crane that transferred iron ore from a lake freighter to 
an open-hearth furnace. The patient gloried in this work so long as his instructor 
was with him to prevent any mistakes in Operation. However, The first day he was 
trusted alone in the control turret he began to experience severe anxiety, which soon 
centered about a single obessional thought; namely, that with one pull of a lever he 
could so manipulate his gargantuan machine as to wreck the dock, sink the ship and 
Probably kill several men. As he Pictured this his heart pounded, his hand trembled. 
his vision blurred and his knees grew weak; finally these subjective and physiologic 
manifestations of his anxiety grew so severe that he applied for sick leave and 
entered the Clinics. 

Therapy. This consisted of Protective rest, sedation and a thorough physical 
examination, conducted mainly so that complete reports as to the patient's physical 
health could be sent to his employers. With sympathetic understanding and 
guidance, the patient, an intelligent and essentially honest individual, readily 
recognized that his persistent fears had their origin in conflicts between his lifelong 
aggressions, counterpoised inhibitions and recently altered group loyalties. AS 
insight deepened and new securities in therapeutic and social relationships were 
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found, his obsessive anxieties diminished rapidly. Fortunately, too, his aggressivity 
was further disarmed when the company he had worked for proved entirely 
cooperative in paying his hospital fees, giving him an interim vacation and then of- 
fering him a choice of employment. The patient returned to work, found his duties 
Ps a ground-gang foreman almost entirely to his liking and has remained symptom- 
ree, 


Variant Dynamics in Anxiety (300.4,5) 


Other forms of reaction to latent anxiety are sufficiently common in 
Clinical experience to deserve specific mention. A relatively frequent variant 
is the so-called “anxiety of success,” which occurs in individuals troubled 
by such deep feelings of inadequacy or by unconsciously ingrained fears 
that even minor advancements make them apprehensive of eventual down- 
fall. In such persons, promotions or other ostensibly desirable attainments, 
deserved or undeserved, lead to what appears to be highly irrational reac- 
tions of trepidation and depression. Another form which even more directly 
approaches literal “castration anxiety” occurs in individuals who anticipate 
that any display of exhibitionistic, erotic or aggressive activity, however in- 
direct, will somehow lead to ridicule, rejection or injury, ranging from the 
difficulties some men experience in urinating in a public toilet, to pervasive 
fears of dentists, surgeons or even barbers who wield cutting or deforming 
instruments. “Emancipation anxiety’ appears in individuals who, after 
leading sheltered, dependent lives, attempt too rapid a transition to work, 
Marriage, childbearing or other relatively mature and self-reliant pursuits. 
Such anxiety may be particularly marked in bridal couples or young 
Parents who find their new status less a sinecure than an unexpected 
responsibility. Another form, relatively common in military life, arises 
from repressed homosexual tendencies which themselves may be escapes 
from the supposed responsibilities or dangers of heterosexuality. This type 
of anxiety is frequently precipitated when a person of either sex with pre- 
viously adequate homoerotic defenses is forced into intimate proximity 
with, or is promoted to a position of authority over, other individuals of the 
Same sex. Under such circumstances there may be a flight into excessive 
heterosexual activity or other overcompensations: however, if these fail, 
“homosexual panics” with violently aggressive OF suicidal behavior may 
Occur, 


Depersonalization Neuroses (300.6) 


havior—so severe that they 
om other anxiety syndromes 
a sharp crescendo of 


Cataclysmic disorganizations of be 
transcend and are usually classified apart fr 
May occur in reaction to sudden catastrophes oF under 
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stress which rapidly exceeds the patient’s capacity for adaptation. Many 
“acute war neuroses” after physical or emotional battle traumata fall into 
this category, as do states of extreme exhaustion or shock seen after ci- 
vilian catastrophes such as train wrecks, fires or earthquakes. Indeed, 
shock in the surgical sense of vagosympathetic atonia may be manifested in 
vascular hypotension, lowered body temperature or poikilothermia, thready 
pulse, loss of sphincter control and other ominous signs of neurophysiologic 
collapse. In reactions less severe than these there may be disorientation, 
amnesia, aphonia, excruciating hypersensitivity to sensory stimuli and 
extreme restlessness or fugue-like motor activity. Such reactions are often 
of adverse prognostic import, since even 
exhaustion is adequately combated by rest, wa 
other supportive measures, 
tesidue in susceptible individ 
that adequate psychiatric a 
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disciplined behavior in every respect. In her quest for affection the patient had 
turned to her uncle, who also felt frustrated by his self-sufficient and frigid wife. 
The uncle had responded warmly, and soon became the girl’s confidant and com- 
panion. However, the aunt became increasingly jealous of this attachment between 
her husband and niece and, after the patient’s menarche, had apparently begun to 
suspect that there was a growing erotic factor in the relationship. Accordingly, she 
had begun to lecture her ward on the “filthiness of sex,” on the “black and be- 
nighted character of men’s carnal desires’ and on the necessity for continual 
wariness as well as righteousness on the part of all girls who would “avoid the con- 
sequences of carelessness or folly” in such matters. Concurrently, discipline of the 
patient became even more strict with regard to dress, habits and demeanor until the 
patient herself, necessarily repressing her resentments for the sake of security, had 
adopted fixed rituals and persisted in them even when not under the aunt's direct 
supervision. Her sexual repressions became especially stringent and were manifested 
in an extreme modesty of dress and stilted formality of manner that further handi- 
capped her popularity at school and her opportunities for extrafamilial activities. At 
college the pattern was repeated: her intelligence and perfectionistic study habits 
again brought her high scholastic honors, whereas her now firmly ingrained inhibi- 
tions and social idiosyncracies prejudiced any attempt at emancipatory extracur- 
ricular and social activities. 

When the patient was 19, a major crisis in her life occurred: both foster-parents 
were killed in an automobile accident. This event precipitated a period of listless 
depression, in which, significantly, the patient could not rid herself of the obsessive 
idea that she had somehow been responsible for the accident, and particularly for 
the death of her aunt. So disturbing was this thought that she abandoned school, 
made no effort to share in her aunt’s estate, went to live with another relative and 
soon afterward took a routine, underpaid job as a government secretary. She 
continued to be exact but inefficiently slow in her work and inhibited in her social 
relations, although apparently she had no serious difficulties until the threatened 
“attack” by the Negro. After this, however, frank episodes of anxiety appeared, 
and her phobias, obsessions and compulsions increased rapidly as recounted above. 

Therapy. At first, the patient was permitted to indulge all of her idiosyncracies 
in the: ward: wearing voluminously concealing pajamas and robes even in bed, 
remaining isolated in her room, rinsing each dish before eating from it, washing her 
hands every half-hour, and so on. No immediate attempt was made FOINVESHIEALE Or 
interpret these patterns but, as rapport was gained in succeeding interviews, it was 
noteworthy that the patient herself began to recognize the meanings of some of 
them and to discontinue others spontaneously. For instance, she began to correlate 
her fear of dirt with her extreme inhibitions “about dirty sexual thoughts,” and fi- 
nally began to recognize and confess that she had felt these inhibitions to be 
necessary not only because they had been ingrained by severe training but because 
they were counterreactions to her own erotic wishes. These she continued for a time 
to characterize merely as “filthy ideas,” but gradually she added more specific 
content. For instance, she recollected that during high school she had attempted 
digital masturbation, had suffered reactions of severe guilt and had been so 
obsessed with the idea that her hands smelled of vaginal secretion that she had 
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developed ‘a habit of washing them before touching anything anyone else might 
touch.” In this connection, too, she hinted that the very act of rubbing her hands in 
thick soap was in some respects itself a symbolic form of displaced masturbation. 
Similarly, she admitted that her anxiety during the episode of the Negro was less a 
fear of injury than a horrified fascination with the idea of a forced intercourse for 
which she could not be held responsible, and a growing impulse to permit herself to 
be “raped by a black man in the dirty alley right by my aunt’s house—so the closer 
I got there the more afraid of my aunt I became.” 

The patient was, of course, amazed that such confessions were anticipated and 
taken as a matter of course, and for a time could not accept the therapist’s 
assurances that they did not indicate her complete depravity. Nevertheless, in the 
security of the therapeutic situation, the patient’s tolerance to reorientation 
gradually increased, and as her anxieties and guilts diminished her transference 
needs became more spontaneous, explicit and therapeutically useful. For instance, 
the patient began to envy the “privileges” other patients were granted by the 
therapist, such as coming to his office for interviews, being permitted to take walks 
outside the hospital, eating in a common dining-room, etc. Accordingly, she began 
to emulate these activities, first with the companionship of a nurse, and eventually 
alone; indeed, within two weeks after her admission the patient was attending the 
theater on “afternoons off” from the hospital. At this point, moreover, her energies 
could be turned into constructive and rehabilitative channels. She was asked to 


volunteer Part-time services as an aide in one of the clinical laboratories of the hos- 
pital. As was anticipated, her Previous “ 


1 l » Study clubs, etc. Her readaptations 
interviews every few weeks with the psychiatrist and social 


ear these seemed no longer necessary. At a follow-up in- 
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Comment. For the sake of accuracy it may be well to point out that 
the dynamisms of the patient’s recovery were not as rationalistic as ap- 
peared on the surface. Various dream-associations and other material indi- 
cated that the therapy had in large part been effective because the patient 
had formed a pseudo-avuncular transference to the therapist, and that in 
this relationship she had recapitulated various childhood rivalries and iden- 
tifications in emulating the patterns of the other patients. Finally, in 
adopting the work of a laboratory technician, the patient had not only 
acted out the obverse of her “fears of dirt,” but had unconsciously 
identified herself with the professional standing of her aunt under the aegis 
of a more permissive aunt-surrogate, the social worker. When this identifi- 
cation was not only permitted but encouraged in the therapy, she could 
express her previously repressed erotic and other drives with markedly 
decreased anxiety—although, of course, in a relatively sublimated and 
socially acceptable fashion. In this sense, the patient was still potentially 
“neurotic’’—and yet this very utilization of neurotic dynamisms for de- 
sirable personal and social reorientations represents a therapeutic artifice 
useful in many modes of therapy to produce the desired effects. 


GENERAL PROGNOSIS IN ANXIETY NEUROSES 

Unfortunately, the therapeutic results in the patient just cited are not 
representative of what may be expected in even more severe and 
longstanding obsessive-compulsive character neuroses, which are among 
the most difficult. and disappointing of therapeutic problems for the 
following reasons: (1) the acute presenting symptoms for which the patient 
seeks therapy are usually but extensions of fixed and firmly rooted 
character traits; (2) these traits in turn represent modes of adaptation that 
give the patient many covert gratifications; (3) any change in the fixed pat- 
terning of the patient’s behavior in therefore strongly resisted by the 
patient, and (4) an effective therapeutic transference may be difficult to es- 
tablish because of the patient's pervasive ambivalence. However, if the 
Patient has previously shown spontaneity, resiliency and versatility of 
adaptation and exhibits such responses to therapy, the prognosis is cor- 


Tespondingly improved. 
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Chapter 4 


DREAMS IN DIAGNOSIS AND THERAPY 


According to Freud, dreams have the following features: the manifest 
content, comprising the setting, characters and story of the dream; the 
dream symbolism, common in the culture but in some part unique to the 
dreamer, and the /atent content, or unconscious meanings intended by the 
dreamer. The dream also has reference to the reality of recent occurrences 
(waking residue), to the patient’s repressed or marginally recallable past 
(unconscious or preconscious memories) and to the current status of his 
therapy (transference and insight). By combining all of these data with the 
Patient’s own associations to parts of his dream, the analyst can understand 
the dream’s meaning, whether or not he interprets this to the patient at the 
time—considerations that hold true for any form of communication for the 
Patient. In reality, however, the therapist can never really know what the 
Patient actually “dreamt” —all the therapist can deal with is the patient’s 
s memories of a succession of images he had 
d by a host of influences preceding 
ations also have diagnostic signifi- 


highly selective account of hi 
retained on waking as further modifie 
the telling. Fortunately, these modific 
cance. 


Another difficulty is that some patients, given an explicit choice to talk 


about their dreams, their past, their analyst or current reality, choose to do 
so in precisely that descending order of preference, since dreams are the 
farthest removed from real relationships and can be used to seduce the 
unwary therapist into endless and largely futile interchanges of vague sym- 
bolisms. This serious error of technique can be guarded against in a 
number of ways, mostly by negating what is advocated in some psychiatric 
dream books: i.e., (a) by not overstressing the importance of dreame in the 
preliminary explanation of therapy; (b) by not directing the patient specifi- 
cally to record his dreams immediately upon waking or to fakerpainis to fes 
member them in exact detail*; (c) by not inquiring routinely in any lull of 
communication if the patient “had had any dreams lately": (d) by nor 
spending the interview in minute “associations” to various parts of the 
dream until the patient produces one that satisfies the therapist; (e) by not 


* Chinese devotees of Lao-tse love the legend of Chuang-tze, who dreamed he was a but- 


terfly and ever thereafter suspected he might be a butterfly dreaming it was a man. 
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remarking, “It seems that we have not as yet fully analyzed the dream; 
shall we continue next time?”; (f) by nor letting all this lead up to some 
routine interpretation such as, “This dream is predominantly anal-erotic, 

or “It obviously represents a death wish.” Such statements will suit the 
patient because, having brought “interesting” dream material which ob- 
viously pleased the therapist, the patient can relax with a glow of accom- 
plishment and with no further immediate necessity either to comprehend or 
change his other behavior.* True, every one of the steps here proscribed 
may be indicated in special circumstances, but consistent transgressions of 
too many of them will induce the patient to bring a plethora of long, in- 
volved, diverse dreams which, as Freud himself warned, 
terpreted principally as designed to post 
progress. Properly handled, however, d 
utilized diagnostically, for example as foll 


should be in- 
pone realistic understanding and 


Teams can still be meaningfully 
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es. A young, recently married girl, who 
cause of frigidity and episodes of melan- 
r third interview: 


as a figure of speech she and her 


* Jam 
es Joyce referred to this as the “Intrepidation of dreams.” 
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husband had used a catch-word for getting away from her mother’s home to have 
intercourse; my then playing the husband's marital role but telling her she should 
love her mother also, and so on. Had all of the meanings been crowded on the 
Patient at once, confusion and resentment would have obscured partial insight and 
Progressive understanding. 


Wish-fulfillments in dreams may take on far deeper regressive 
colorings than return to a merely adolescent premarital existence: 


CASE 14. Regressions. A successful but tired and harried physician expressed his 
desire to renounce the trappings of manhood and revert to the oral autisms of his 
covertly envied infant son, in this relatively simple dream: 
“I plucked off my penis and sucked it, without ejaculation or orgasm.” 
To this he associated: “My son peacefully sucks his thumb, and it infuriates me.” 
For that matter, quasi-intrauterine fantasies are not infrequent, viz: “I’m ina 
small, quiet room that seems to be a combination of grocery store and hotel. I’m 


Supposed to go outdoors but I don’t want to.” : 
Even in instances as frank as these, the dreams should not be discussed in 


technicalities such as “self-castration” or “Nirvana-fantasies, Rh tS pr 
wishing to return to infantile irresponsibilities and dependencies or to escape from 
the world altogether. 


Dream Symbolism. This is sufficiently unique for every person so that 
no direct translations are ever permissible: e.g., a “tower” or an “elevator 
does not always represent the penis; both, in one patient’s inner language, 
represented the therapist who “tows” the patient along or elevates his 
mood. Similarly, an arch is not always equated with the vagina in any 
simple sense; instead a patient associated the symbol with the Arc de 
Triomphe, representing a grandiose passage into nowhere in particular. So 
also, a cave need not represent a womb; in one instance it was a term of de- 
spair—all my hopes caved in.” If a sensitive car is kept attuned to the 
patient’s meanings rather than to the therapist’s preconceptions, a rich 


Store of information can be secured. 


CASE 15. Aggression. A former official of the Office of Civilian Defense reported 
the f i : 
A pp England felt threatened because Russia had declared war. 
There were bombers over New York, and the President and the Secretary of 
Health, Education and Welfare and I were fleeing to the Olympian Peninsula. 
At first hearing, this dream seemed a simple expression of his unresolved 
rancor at having been dismissed from this government post: he Pictured a tragic 
failure of the Defense Department without him, with punishment of the highest au- 


thorities and their reduction to his own status. And, since all fantasies, dreams and 


other communications are overdetermined—i.e., expressive not of a single meaning, 
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but a rich and complex aggregation of many—this connotation of the dream, too, 
was relevant. But why the special references to New England and New York, the 
“Olympian Peninsula” and, for that matter, the Secretary of Health, Education 
and Welfare? Here the patient's own associations gave the relevant clues as follows: 

New England: Boston was the American Athens of refinement and culture, and 


the patient had always been proud of belonging to a Boston Brahmin lineage related 
to one of the Presidents of the United States. 


New York: His fiancée belonged to a commercially powerful New York 
family, into which his parents were urging him to marry for the sake of an assured 
future in the legal profession. 


Bombs over New York: He had flown there for a weekend with his fiancée, 
Rebecca, and had had intercourse with her. She 


had described her orgasm as a 
“bomb,” and had said and done other things that he considered juvenile and un- 
couth. He disliked her restless hyperactivity—a characteristic that had earned her 
the unlovely nickname of “Rushin’ Reba.” He himself enjoyed their sexual rela- 
tions only moderately, but frankly disliked the Prospect of their married life 
together. 


had “lots of sex but didn’t ma 


i s rry.” The place w 
Just out of blind instinct. 


here salmon came to breed and die, 


father (the scion of presidents) and 
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newcomers in his firm. He anticipated his later intense anxieties over the possibility 
that his wife was pregnant in the following dream: 

“Lice were eating our house plant, and I sprayed and killed them.” 

His spontaneous associations were, “The plant was one mother gave us for our 
anniversary. Lice-mice. I’m afraid of mice; they used to get into the candy mother 
gave me. I’m sending my wife to a gynecologist; hope he gives her a douche to clean 
her out. If I ever have a son, I hope I don’t mistreat him like I did my baby 
brother.” 


CASE 17. Quasi-castration. Another one-line dream was that of a naively literal- 
minded professional wrestler who had developed an aversion to his trade after 
consulting a physician for an insurance examination. The dream was as follows: 

“I had a pimple down there [indicating his groin] and stuff came out and it left 

a cavity like an abscess or something, but I felt fine.” 

At first he insisted that, although the dream had remained vivid in his memory 
for two days, it had meant nothing whatever to him. Then he recalled that his sister 
had been ill for several months with an abscess. Asked why he had pictured himself 
like his sister, he professed not to understand, then inquired suddenly, “Hey, doc, 
what does ‘latent’ really mean? It’s a queer word. I looked it up but I couldn't get 
it.” Asked tactfully, “Latent what?” he replied “Queer.” Asked again “Queer 
how?” he burst out unexpectedly: “That young punk—excuse me, doc—I mean the 
guy who did my last insurance exam said wrestlers are latent homosexuals or some- 
thing. That means queer, don’t it? Felt like bopping him one, but he was a little 
guy. It ain't like that, is it, doc? It’s had me worried, me married with two kids and 
all.” 

The dream, it was true, was a crude expression of bisexuality and of identifi- 
cation with his sister; moreover, if the physician had not touched on a sensitive spot 
he would have been in no danger of being “bopped.” However, “latent ho- 
Mosexuality” is a term about as useful as latent aggression, and in most cases about 
as meaningless. The burly athlete, to the therapist's knowledge, had a physique, in- 
come and family life that compared favorably with those of the physician who had 
examined him; certainly, he had had no previous sexual or other serious adapta- 
tional difficulties, and was unlikely to have any in the absence of further iatrogenic 
traumata. Ergo, as seemed best, I assured the patient of his normality, explained 
that latent meant “not active,” as he could confirm in any dictionary, and that the 
Physician had thus signified that the patient was not “queer. The patient went 
forth to wrestle with more realistic problems, which he has done quite successfully 


ever since, 


_ A somewhat militant, determined 
young woman who had looked forward to a “modern, emancipated, equal 
partnership” found after she married that her husband, despite their pre- 
marital “intellectual agreements”, expected a certain amount of feminine 
accommodation, if not subservience. The young lady developed anorexia 
and an intractable nausea and was referred for therapy. Within a week she 


brought this dream: 


Symptom Formation in Dreams 
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CASE 18(a). Anorexia Nervosa. 

“My mouth felt stuffed with jelly and I felt sick at my stomach. You x-rayed 

my chest and found the trouble—a column of jelly was stuck in my gullet. 

Her associations were direct and typically frank; her husband’s penis was often 
too soft for entry—as “soft as a piece of feces.” Once, to help his erection, he had 
asked for fellatio and she had indignantly refused—informing him that she “wasn’t 
going to swallow that or any other kind of crap from him anymore.” She had spent 
the night vomiting over the idea. 

As may be anticipated, her scatologic depreciation of her husband was a 
meaningful introduction to her “disgust” (literally, out of the stomach) with all men 


and with many things about life that “stuck in her craw’’—both expressions being 
favorites with her. 


CASE 18(b). Scatologic symbolism. A dream with typical “ 
described by an adolescent girl with chronic constipation 


father, eight years after the death of the patients mother, remarried a “grass 
widow” with a 3-year-old son. The girl was ostensibly very fond of her stepbrother 
and kept him immaculately clean and dressed. One day, however, she brought in 
this dream: 


“I was cleaning my baby brother, 

toilet. Then a horrible thing happen 

Unfortunately, 
has little value in ins 


anal symbolism” was 
which began when her 


but instead of the bathtub I was using the 


ed—I flushed him down the drain.” 
merely “making conscious” 


i A » regressions and other maladapta- 
tions of which the somatic symptom is only one facet. 


Aggression. Hostility is often expressed in dreams with a peculiar 
Specificity derived from (1) its true objectives and (2) the style of life of the 
patient.* 


oe ee a we entertainer who prided herself on her convictions of racial 
quality but who hated and depreciated her “J ee i Hi 
reported this dream. many “lovers,” including her employe 


“I was necking heavy with the 


nigger janitor right in front of my boss. Both 
were paralyzed and couldn't do 


a thing.” 


if they portrayed: (1) dis- 
: Persons; (3) damage to objects; (4) damage to persons; 
3 (6) threatened death of persons. 
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my hands in time with the whipping to a cruel tune. But I thought the Lord will 
forgive us both, for She—I mean He—is good to children.” 


Transference. The patient’s attitudes to the therapist are often revealed 
with symbolic frankness when their nature—e.g., infantile dependence, 
erotic attachment or destructive hatred—cannot be expressed more 
directly. Simple examples are the following: 


CASE 20(a). Dependence. A shy school teacher, who kept repeating in his first in- 
terview that he needed “sympathetic” handling, revealed in a dream what he hoped 


the therapist would be like: 
“A light was shining on a gentle, kindly, soft-spoken headmaster of T. [the 


boy's school the patient had attended].” 


CASE 20(b). An earlier stage of childhood seduction is exemplified in the dream of 
a student who had attended the therapist's lectures, professed profound appreciation 
of them, and hinted broadly that he hoped that not only my “example and “‘in- 
Spiration” but also my “influence” would help him in his career: oe 

“You turned into Anna Freud, and I had intercourse with you sitting on your 


lap.” 


Erotic Subversion. A shy, covertly mistrustful and withdrawn spinster, 
after long insistence on controlling all aspects of her therapy, signified her 
Unconscious desire to have the therapist guide her through the guilt-ridden 


regions of sexual fantasy in this dream: 


CASE 21. Eroticism. A : 
“It was your car, but I had been driving it. We came to a red light and I 
wanted to turn left, away from my mother’s house. I thought you knew the 
way better and asked you to take the wheel. While we were changing seats I 
felt a little randy.” [To red light and left turn she associated prostitution and 
defined “randy” as a term used in her childhood on the farm to signify erotic 
arousal.] 


gent and capable, had 
physical attractions to 
is-d-vis the therapist in 


CASE 22. Sexual aggression. A young wife, though intelli 
had early incestuous experiences and had thereafter used her 
intrigue and frustrate men. She revealed similar intentions v 
this dream. 
“Your wife was congratulating you on being made commis 
but you looked like my older brother. I felt like making fu 


i Š k, so 
wedding ring and all, but I thought that wouldn't work, 
be sexy, Pee, I was. Just as you were getting real interested, though, your—I 


sioner of something, 
n of you, bald head, 
I thought I'd better 


mean my—hour was up and I had to leave- 
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CASE 23. Overt aggression. Perhaps as vivid an intimation of this as any was n 
first dream of’an outwardly polite but snobbishly patronizing matron who are 
her anger at the therapist for presuming to question analytically her assume 
wisdom and rectitude: 
“You were manipulating puppets from above, but I was higher in the stand 
than you. I vomited caustic and rubbed it into your eyes and mouth.” 


CASE 24(a). Resistance in dreams. An en 


gineer who had been rejecting both occu- 
pational and familial duties dreamt: 


“I had to fix our TV at home to please my wife and kid, but I didn’t want to 
get a new tube and so I put in a resistor instead, I knew it wouldn't work.” 


CASE 24(b). From a colleague who also resist 
been recommended for an unwanted Promotion: 


“Someone shoved a girl into my bed to play with, but I only touched her.” 


ed maturity and who had recently 


CASE 24(c). From an arrogantl 

and marriage by an overtly exhi 
“My fingernails were dirty and I was ashamed. I cleaned them, then my office 
Secretary asked for a kiss. | screwed her and got my pants dirty. But I did 
business with people and they looked and it didn’t bother me.” 

i ociated his life habits of Prim correctness in personal 

appearance, and added defiantly, “Secretaries are made to be screwed by those that 

can pay them—and I can.” 


y wealthy patient who had nearly wrecked his career 
bitionistic affair with his wife's sister. 


z © misuse mother and sister surro- 
Bates in the persons is wi i in-law, secretary and all other women. At this 
Point he dreamt as follows: 
“T was visiting at mother’s home and sleeping in her bed, but felt hemmed in, 
like Pd been clinging to her skirts too much. M. [his sister-in-law] came and 
lay beside me, but her breasts were shrivelled and the nipples turned in. I got 


ive 
T ee put on a comfortable Sweater. Father gave me a cigar and I went to 
ork,” 


CASE 26. Insight; inhibitive. A ph; 
teriously) over, 


Paralyzing Phobia a 
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membered that my father was dead and he was a very fine man, but I'd never 
really liked the enemas he gave me. It was the patient again, and I went ahead 
with the examination.” 


Finally, an excellent example of an insight dream toward the end of 
therapy was contributed by an intelligent, talented, attractive woman with 
the following history: 


CASE 27. Insight; behavioral. She was the eldest child of a prominent couple who 
were divorced when she was 8. Left to find her own securities, she tried the 
following in succession, with only marginal successes and recurrent frustrations: a 
Career as a musical prodigy; then as a precocious music critic, then as a sexless, 
avant-garde, dilettante expatriate; then as her mother's traveling companion for a 
two-year trip around the world; then in a casual, fruitless marriage which she used 
mainly as a means of reestablishing her contacts and “social position,” and finally 
as an unhappy divorcée still trading unnecessarily on her family name and connec- 
tions rather than on her own talents and potentialities. After her past and present 
Patterns of behavior had been explored during eight months of therapy, the patient 
altered many of her previous values and attitudes, secured a creative job com- 
Mensurate with her capabilities, and entered into what promised to be a favorable 
marriage. During this period she dreamt the following, which she herself called “ a 
critique of my life”: 
“I felt alone in an empty house with only dolls around. Then I was older and 
giving a musical recital, just following the leader but not really knowing or 
liking the music I was playing. A girl with long hair and esoteric looks—maybe 
myself—asked me in fancy words to explain what I was doing, but I got angry 
and wouldn't. Then I was dancing as a man would—there were no women 
around. Next, three girls my age appeared: one was masculine, one was dressed 
like a child and one was divorced and gamboling about as though she were 
fourteen. I felt scorn for them, but maybe they were all me too. Then I was 
hostess at a huge party—a big production, but nobody helped or paid much 
attention to me. I screamed at mother about it, and she said, ‘come with me, 
but didn't take me anywhere. There were lots of beds in the house where I eat 
put people up, but then I wanted to be alone and finally told them to gett eir 
own food and make their own beds. Then there was a big parade outside the 
window, and Col.———[a notorious publicist] waved for me to come down 
and join him in it, but I felt tired. I went to mother again and ae her to 
let me be much younger and she sent me to Dies sg raped de 
first treated her] but somehow I knew then it wouldn't work. So I took off my 


party dress and woke just in time to go to work. 


d here under the category of dreams 
ve clarity and directness, but even 
patient from misusing an infinite 
such communications will not al- 


The communications reproduced h 
were, of course, selected for their relati 
with the best of techniques to keep the 
repertory of dream symbols and actions, 
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ways be as frank or forthright. However, though the therapist, with 
increasing experience, may acquire skill in penetrating obscurities, he 
should not misapply this skill in confronting the patient with prematurely 
conveyed discernments and interpretations which may actually be disrup- 
tive and harmful. It must never be forgotten that psychotherapy, like sur- 
gery, is not merely a matter of diagnosis and exposure, but also of respect 
for tissues and exquisite skill in timing and functional repair. 


SUPPLEMENTARY READING 


Ellenberger, H. F.: The Discovery of the Unconscious. Basic Books, Inc., New York, 1970. 
Freud, S.: The Interpretation of Dreams (Trans. by James Strachey). Basic Books, New 
York, 1960. 


Hammer, E. F.: Use of Interpretation in Treatment. Grune & Stratton, New York, 1968. 
Mullahy, P.: Oedipus: Myth and Com; 


plex. Hermitage Press, New York, 1948. 
Masserman, J. H. (Ed.): Science and Psychoanalysis, Vol. XIX, Dream Dynamics, Grune & 
Stratton, New York, 1969, 
Moss, C. S.: Dreams, Images and Fantasy. 


University of Illinois Press, Urbana, 111., 1970. 
Munroe, R. L.: Schools of Psychoanalytic Thought. Dryden Press, New York, 1955. 
Salzman, L. and Masserman, J. H.: Modern Concepts of Psychoanalysis. Philosophical Li- 
brary, New York, 1962. 
Shorr, J. E.: Psycho-Imagination Therapy. Intercontinental Medical Book Corporation, New 
York, 1972. 


Witenberg, E. G, (Ed.): Interpersonal Explorations in Psychoanalysis, Basic Books, Inc., New 
York, 1970. 


Chapter 5 


MENTAL RETARDATION 


“Mental deficiency” was described in the Therapeutic Papyrus of Thebes in 
1552 B.C. In 1620, Bonnet of Madrid published his studies on the training 
of a mentally defective deaf-mute, and by the 18th century the problem was 
so widely recognized that Boerhaave at Leyden, Morgagni at Padua, and 
Haller at Gottingen had made instruction on mental deficiency part of the 
medical curriculum. In 1801 and 1806 the young French physician, Itard, 
published his studies of “Victor, the wild boy of Aveyron,” who had been 
captured when aged about twelve, roaming the woods in animal-like igno- 
Tance and savagery. Itard’s prophetic use of various training techniques, 
Such as progressive association, recognition and manipulative learning, 
inspired his pupil Seguin to found an elaborate system of ‘medical 
education,” widely adopted despite Binet’s critique of it as “...a vague 
Pedagogy adorned with the pompous title of the medico-pedagogical 
method.” 


In current usage, mental retardation denotes either congenital inade- 


quacy or subsequent organic impairment of capacities to perceive, re- 
member, assemble and deal adequately with the environment. Such defects 
are generally distinguished on the one hand from abulia, which signifies a 
lack or weakness of motivation, energy OT initiative, and on the other hand 
from maladaptive functional neurotic or the psychotic disorders (v.i.) which 
may occur in persons with all configurations of intellectual capacities. 
Further distinctions may be made between amentia resulting from 
hereditary causes or injuries to the brain at birth (to be dealt with more ex- 
tensively later in this series), and dementia, which signifies a deterioration of 
intelligence due to cerebral disease in later life. 

More explicit definitions require an understanding of what is meant by 
“intelligence.” Unfortunately, since the isolation and measurement of in- 
tellectual capacities constitute one of the most controversial fields in 
Clinical psychology, only a few of the leading concepts can be outlined here. 
One of the most comprehensive and pragmatic approaches is that of E. C. 
Tolman, who regards intelligence as the interrelated capacities of an 
Organism (a) to perceive its environment through various sensory mo- 
dalities (discriminanda), such as sight, sound, touch, taste, smell, 
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movement, temperature, etc.; (b) to integrate these Sensations oes rea 
configurations (gestalt apperceptions); (c) to attribute meaning (sy m y ee 
tion) and personal reference (value) to them in terms of retaine’ : 
experiences (memory); and (d) to respond to such differentiated apper 4 
tions by internal and external reactions of various degrees of finesse, ve 
satility and efficiency (manipulanda capacities). ; 

Excluding instances in which the organs of sensation and motor 
expression are crippled by malformation, injury or disease, and presup- 


s adequately motivated and is not 
ts intelligence can then be graded 
e performance of other organisms 
al problems. Intelligence is thus 

ty, but, largely because of the tradi- 


and speech, attempts are usually made 
“specific” terms, such as memory, 
abstract, categorize, originate, etc, 


to define human intelligence in more 
logic, mathematical ability, capacity to 


“FACULTIES” 


In the time of Fra 


nz Joseph Gall 
(1776-1832) on the c 


(1758-1828) and J. G. Spurzheim 
ontinent, Geor 


ge Combe (1788-1858) in Scotland, and 
and others in America, these functions were 
actually regarded as separate “mental faculties,” each residing in separate 
zheim in their system of 


; Primordial t 
intellectual and “moral” deficien 


2 ies by C. D. 
Spearman, Thurstone a n. Later studies by 


: the psychology of individual dif- 
ferences, and by A. Hrdlička and D, G. Paterson in comparative anthro- 
ese early finding 


S; nevertheless, from such investi- 
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tors which approximate what may be called memory, verbal 
comprehension, verbal fluency, space visualization, facility with numbers 
and—less specifically—speed of response and proficiency in induction, de- 
duction, perception, integration, abstract judgment and flexibility of con- 
cept formation. Additionally, Thorndike distinguishes mechanical, social 
and abstract intelligence—the latter, according to Kurt Goldstein, being a 
more elaborate intellectual capacity than concrete or stimulus-bound 
thinking and correspondingly more vulnerable to the effects of injury to the 
cerebral cortex. Carl Spearman and the British school of psychometrists 
Propose a two-factor theory which holds that although there may be 
specific determinants (s-factors) for characteristics such as perseveration 
(repetitiousness), fluency, will and speed in thinking, all special abilities are 
interrelated by the general factor g, representing comprehensive in- 
telligence. Accordingly, an individual particularly talented in one respect is 
likely to be highly endowed in other capacities also. On the other hand, 
marked exceptions to this rule certainly occur in the form of idiot-savants,; 
i.e., persons who have some remarkable endowment such as an infallible 
Memory, a spectacular proficiency at playing chess or the ability to make 
accurate mental calculations with lightning speed—and yet are in- 
tellectually subnormal in most other respects. 


THE MEASUREMENT OF INTELLIGENCE 


rofessor of psychology at the 


In 1904, Alfred Binet (1857-1911), P 
f Public Instruction to devise a 


Sorbonne, was asked by the Minister O 
method by which children who were doing poorly at school “because of 
lack of ability [could be distinguished from those] who were retarded be- 
cause of laziness or lack of interest.” In collaboration with Simon and 
Others, Binet assembled a series of tests designed to determine the so-called 
“mental age” (M.A.) of any child (i.c., his native intelligence) irrespective 
of his experience or training. The M.A., when divided by the chronological 
age (C.A.) of the child, yielded an “intelligence quotient” (I.Q.). For 
example, a child of 12 with a mental age considered normal for one 8 years 
and 9 months (8 3/4 years) old could be graded as I.Q. = 73, with I.Q. 100 
(range 90 to 110) being considered as average or “normal.” Various 
degrees of “mental deficiency” were then made to correspond roughly to 
levels of social adaptability as defined, for example, by the English Defi- 
ciency Act of 1927, as follows: 

“Idiots” (1.Q. less than 20) are “persons in whose case there exists 
mental defectiveness of such a degree that they are unable to guard 


themselves against common physical dangers.” 
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“Imbeciles 1.Q. 20 to 49) are 1 capab e of managing 
hemselves o 1 : ` in the case of children, of being aught to 
them: r their affairs, or th t do 


S i here 
E The “feebleminded” (I.Q. 50-79) are “persons in whose ome = 
ists mental defectiveness which, though not amounting to im ifs i ee 
A so pronounced that they require care, supervision and control fo 
y 


he congenital defects or 
nal metabolic, causing 


, in later 
mental retardation are 
e from the designations 
ther special terms are 

o the etiology, nature and 
alterability of the deficiencies described ,* 


* For More Tecently developed cl 
Volume I, Chapt 


linical tests for various forms of mental retardation, See 
er 5 of this Serial Handbook 
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fluences (F. Alexander and Healy), and that in any case, as David Levy 
states, “Programs advocated by the eugenists with a view to raising the 
mental level of the entire population by sterilizing or isolating those who 
fall below artificially selected intellectual standards have been found to be 
neither practical nor scientific.” 


CLINICAL RELEVANCE 


Evidently, then, except at the lowest levels, intelligence cannot be closely 
correlated with general level of failure or success in life, since personal fac- 
tors such as motivation, body health, emotional control and social 
adaptability and a favorable environment are highly important. These are 
also, as we have seen, in continuous interplay with extrinsic circumstances 
such as the demanding or tolerant nature of the culture in which the indi- 
vidual lives, his basic or special training, and the availability of a niche in 
the social order especially suited to his abilities. In general, however, a 
Person capable of progressing satisfactorily through a primary or high 
school education, learning enough about his cultural milieu to conform 
adequately to occupational and other social demands and capable of 
Maintaining adequate familial or other group relationships may be judged 
to be of “normal” intelligence. Failure in these respects at any time may be 
due to ill health, to overwhelmingly adverse environmental circumstances 
or to the elicitation of conflicts in sensitized subjects leading to the 
development of neurotic or psychotic reactions. Such reactions are 
modified only in that intellectually handicapped persons show relatively 
simple aberrations of conduct, whereas in highly intelligent patients, the 
neurotic and psychotic symptoms may become correspondingly elaborate 


and complex. 


PREVENTION AND TREATMENT OF MENTAL RETARDATION 
As to the eugenic approach, H. S. Jennings (Encyclopedia of the Social 
Sciences) writes that in view of the recessive nature of these forms of 
mental deficiency that have a possible hereditary basis, “the prevention of 
the propagation of all ‘feebleminded’ in the United States would reduce the 
number in the next generation by only about 11 per cent... In later 
generations, preventing the propagation of the ‘feebleminded’ would have 
little further effect save to keep the number down to that already reached. 

Since many of the severely retarded are sterile or sexually unacceptable, 
they propagate relatively rarely. Eugenie efforts, therefore, have 
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concentrated on the mildly retarded, with wide differences in procedure 
among the various states. Present knowledge indicates that seit 
designed to reduce the incidence of mental retardation could much more ef- 
fectively be directed toward adequate prenatal maternal care, to the pre- 


vention of neonatal asphyxia or trauma (particularly cerebral), and the con- 
trol of childhood diseases and injuries. 
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Chapter 6 


PSYCHOPHYSIOLOGIC DYSFUNCTIONS 


Within 
the p: 
e past several decades concerted efforts have been made to “‘cor- 


relate” s 
e e psychoanalysis on the one hand with medicine and 
medicine.” These a in a proposed ‘new’ field designated “psychosomatic 
and clinical liais e et have had salutary results in recultivating scientific 
branches of is een psychiatrists and their colleagues in other 
Scured the si ni however, excessive enthusiasm has sometimes ob- 
may liero b leance and limits of this otherwise desirable reunion. It 
tions. e profitable here to review certain fundamental considera- 
-nir ai illness is “psychosomatic” , 
Patient's “feeling” or any other symbolic or “actual” trauma involves the 
in his tia ‘thinking’ and “willing as expressed simultaneously 
tegrated reacti (social) and internal (physiologic) responses. In this in- 
Meaningfull pate , mind and “body” can be only artificially—and not 
chiatry A ly—distinguished; in this sense, all medicine, including psy- 
felt, sees “psychosomatic,” and the term thereby becomes, as many have 
Searches ihe Jedundant. Yet some of its advocates persist 1n dualistic 
ganic sites the “mental factors” in organic disease; others look for the or- 
term — or etiology of “mental disease,” and still others use the 
Various “o Sonne rations that vary from psychoanalytic “formulae for 
7), Hewveuen a neuroses” to the neurochemistry of schizophrenia (Chapter 
Vocabular T, since the term psychosomatic has become deeply rooted in the 
most u y of medicine, it will be employed in this book with perhaps its 
seful meaning: to designate those total behavior disorders in which 


Specifi 
c i 4 
somatic dysfunctions play a prominent role. 


: a frustration, a fright, an 


PERSPECTIVES 
Anci ; 
‘ent Greek medicine readily acknowledged the fact that “travail of the 
dy; for instance, in the 


Soul” 
c . 

escle ould seriously disturb the functions of the bo i in 
Piad Sanatoria, physical diseases were treated by music and religious 


nd phi í 
or ailesophical discussions, as well as by diets, baths, exercise and drugs. 
oran id the deviated expressions of erotic conflicts remain unrecognized: 
us records that Hippocrates himself prescribed “lighting the torch of 
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i i f: ief in the 
Hymen” for women with hysterical disorders. However, a EEE 
Scene between ethereal “soul” and substantial body $ 5 eN 
medieval thought, and later Cartesian dualism was widely accep 


i edicine 
basis for medical practice. By the nineteenth century, however, m 
was making such rapid advanc 


(1843-1910) in bacteriology, 
pathology, that it was thou 


somatic” factors of infection, injury and 
» it was not until Charcot acest ent 
6-1939) and others had icc 
hysterical” dysfunctions that the ee 
gan to be modified. William Beaumont, 


1833). 


chophysiologic ap 
Flanders Dunbar, 


iques in the study of the cor- 


n many dial 


€ctics as 
Teflected as « 


Physiologic changes are 
(James, Lange, Kantor, et al.), py 
> “mental” Processes primarily in- 
question itself, of course, revolves about 


by “subjective” (are no °), “emotion” (e-moto, 


t all concepts’ 
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to move out). “mind” 
de?) teers WEG (pay attention and obey), or “somatic” i 
is aus Opry ince baran pee open 
“ rti icial; instead, ev d istinctions between “psyche” and “ ? 
psychic” and “ ae every pattern of behavior is a na 
En e coon aspects of which may be bhe hs os 
tional”) reactions c eae pe of intensive adaptational (“acute a 
frequent and a s noted in Chapter 2, anxiety is one of the cat 
overt oiia recognized of psychosomatic syndromes and is either a 
ma sagt. ae Dignan (“unconscious”) component of nearly all neu- 
unformulated E seen, anxiety is felt subjectively as a diffuse and 
A Cart. irreedlar caich eness and reflected somatically in palpitations of 
e flushing of a c y respirations, feelings of a lump (globus) in the 
a omen, PaE ES skim, cold sweating, fluttering sensations in the 
feces, The ie ss and, in severe degrees, incontinence of urine or 
eiie eE of fear are only slightly different, in that the sub- 
she physiologic ae on some external object or impending event and 
ae planene inst age generally include hypersensitivity to 
ion of the hair z ce of flushing of the skin, pupillary dilations, 
y any one of the an muscular tensions. Rage may also be characterized 
expressions already mentioned, including subtler physio- 


Ogic 
Preparati 
: ion: ae sae ee 
s for efficient action in “fight or flight.” As Cannon and 
sation of gastrointes- 


ntton h 
ti ave sh G 4 by 
Se movements, a rage is also manifested in a ces 
th , a rise in blood pressure increased content of epinephrine 
n rage has been questioned by 


irsky) 
> and 
Fai of platelets and ions 
organism was injured. Howev 


rage may in 
n fall in et e Kurt Goldstein has called a catastro 
a cams of severe aie rapid thready pulse, visceral inactivity and other 
‘Bias, such as PAE i exhaustion. In contrast, tension-relieving 
od pressure and thet! or amusement, are characterized by a fall in 
uscular relaxation, OF the lachrymation and staccato 


€xpirat; 
ations of laughter 
matic dysfunctions are 


le ubacute 5 

ae dramatic fora disturbances. Here the so 

ilq ut may account in considerable measure for the relatively 
forts and physical inefficiencies 


ut persi 

Tsis : ; 
tent and annoying discom 

ess. “Tension 


suff 
ered b 
Y persons under continuous @ 


Cada 
ches” duri 
uri i ; i 
ing or immediately following 
ncrease t 


daptational str 
flee ample a harrowing experiences furnish 
ing visual awe reactions, and may | o nausea or vomiting, 
whi apparent E and weakness OF prostration for several days. 
ie. may aur more subtly debilitating is a form of irritable exhaustion 
inuous inte _Persons who try to overcome feelings of inadequacy by 
nsive effort. Eventually, such patients begin to experience 
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apathy, lack of zest and initiative, and rapid fatigability to the point of 
collapse. 

Theoretic ontology of visceral and sensorimotor disturbances. In its 
earliest months, the human infant is dependent for its very existence on ma- 
ternal care and feeding; hence, even before it attains clear consciousness, it 
has necessarily equated primitive oral and gastric satisfactions with 
experiences of being Protected and loved. Conversely, later deprivations, as 
in neglect or sudden weaning, become associated with fears of rejection and 
insecurity. The infant, when helpless and alone, can summon fondling, 
warmth or other needs only by crying, with the result that dermal sensa- 
tions and vocalizations also become charged with highly significant appeals 
for comfort and “fellow-feeling.” A little later in life the child becomes 
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Stewart Wolf, as did Beaumont, has confirmed this sequence by direct 
observation of the stomachs of patients placed under emotional stress. 
Anorexia nervosa is a more chronic and debilitating disorder, 
characterized by retarded physical and sexual development, self-starvation 
and restless hyperactivity, sometimes resulting in extreme emaciation. 
While endocrine insufficiencies may play an important part in the cau- 
sation of this syndrome, it generally occurs in women who have remained 
infantile, unemancipated and demanding in their emotional orientations, 
feel unwanted, and attempt to retain a deeply ambivalent dependency in 
their interpersonal relationships. (Cf. Masserman: Principles of Dynamic 
Psychiatry, Case 40). 
Colonic distress (flatulence, urgency, spasms, diarrhea and other 
symptoms) is a fairly frequent accompaniment or residue of intense anger, 
associated theoretically with the period of bowel training, and it may be- 
come chronic in persons whose resentments of discipline remain unre- 


solved. 


Cardio-pulmonary dysfunctio 
Cardiac neuroses (305.3) are 


ns may take various forms, ¢.g.: 
characterized by recurrent symptoms re- 


sembling those of coronary thrombosis and heart failure, i.e., pains in the 
left chest and arm, rapid pulse, sweating, dyspnea and faintness. This syn- 


drome usually occurs in relation to € isodes of intense anxiety. 
urs in relation to ep : 
oy mon functional disturbance in the 


Vi ) sion is a com PEER i 
Ban ro Arei type of individual whose imitative anid dave 
are expressions of excessive, though repressed, konsilite any hc nae 
Unfortunately, severe and frequent bouts of serene do penile | 
lead to organic damage in the arteries (sclerosis), ae ot RAAR 
heart (coronary occlusions), SO that tte disturgapce may 


progressive because of irreversible tissue changes. eie 
Asthma. An asthmatic attack may often be precipita y 


icti izing 4 ira- 
deprivation, with the bronchial constriction symbolizing a repressed exp 


tory cry for the lost mother. 

Other organ neuroses, 
305.0) and some forms of chr: 
“functional” etiology, whereas pseudocyes 


following case is illustrative: 


such as eczematous rashes (neurodermatitis, 
onic arthritis, have also been thought to be of 
es are demonstrably so.: The 


enorrhea and vomiting (300.8). 
bstetrician with a note that, whereas he had 
à the patient not only insisted that she 


CASE 28. Psychophysiologic pseudocyesis with am 


A 21-year-old girl was referred by an 0 


been unable to detect any signs of pregnancy. 1° iting. amenorrhea, abdominal 
was pregnant, but also attributed her anorexia, vomiting, 


iti sicd ination showed only a 
i sritabili i tion. Physical examination s 

pains and general irritability to this condi 
gaunt, markedly undernourished girl who atoae : p A n 
dominal relaxation that gave her the appearance of early preg y- 4 
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however, no other physical signs of this, and, as Previously, the Aschheim-Zondek 
test was negative. 

The history and mental status examinati 
terns, which need not be detailed here. O 
developed as follows: 

The patient’s father, an irresponsible 
girl into sex play at an early a 
when she was about 12. This 


ons revealed a wealth of neurotic pat- 
ne of particular psychosomatic interest had 


, after a single frustrating attempt at 
sexual relations with her, “did the right thing” 


however, was unhappy in her own home; intercourse wi 


own husband, and there 
enlargement, vomiting, 
her to the Clinics. 


l er insomnia and her 
terial which indicated that her unc 


or finally, failing all these, a regressi na ie P ofa 
maternity hospital. gressive preemptive flight to the haven 


Ss, and finally became exceedingly uncooperative. 
ideation became apparent; for 
animity, stated that an elderly 


Possibility of Simmonds’ disease 
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Gynakologie, published in 1906, still contained the assertion that ‘diseases 
of the uterus and its adnexae . . . lead to the most pronounced and frequent 
symptoms of hysteria.” Freud classified hysterical disturbances among the 
conversion neuroses, since he thought that they expressed a deviated and 
“converted? form of sexual energy (libido) in both sexes. Some 
sensorimotor aberrations may indeed have erotic connotation, as in the 


following examples: 


CASE 29a). Psychophysiologic reactions of special sense; amaurosis (305.8). An 
adolescent girl with intense sexual curiosity contrived, while unobserved, to witness 
intercourse between her parents. However, when she was discovered she developed 
intense guilts and fears and began to suffer attacks of functional blindness 
(hysterical amaurosis), as though in denial of, and expiation for, her forbidden act. 


aresthesia by identification. A 54-year-old 
spinster complained that the right side of her face and neck was affected by severe 
Pains, the cause of which could not be determined by physical and laboratory 


examination, and which persisted despite all medication. The psychiatric history 


revealed that the patient, a shy isolated person, had but one friend—a neighbor 


whose husband some six months previously had developed a malignant right 
cervical tumor. On the patient's recommendation he had been taken to the 
University Hospital, where he died in a few weeks. The patient's friend, in her depth 
of grief, had turned furiously on the patient with the accusations that the latter had 
“sent him to die” and that, had she not done so, he would still be alive. Soon after 
this scene the patient herself developed facial pains very like those of the deceased 
husband and promptly entered the University Hospital with the emphatic statement 
that she herself was certain it was “the best hospital in the country. Other data, as 
expected, revealed another and less conscious dynamism than this relatively simple 
one of self-justification: the attachment of the two women friends had bordered on 
homosexuality, and the patient was symbolically identifying with the dead husband. 

Therapy consisted in simple reassurances to the patient that nenon pains” in 
any part of the body could be caused by “worry and aggravation and concurrent 
reexplanations to the widow that her husband’s illness had been inevitably fatal 
despite the best of treatment. Once a reconciliation between the women had been ef- 
fected, the patient’s pains responded promptly to placebos and mild massage and 


she was discharged symptom-free. 


CASE 29(b). Psychophysiologic p 


ic musculoskeletal reaction. A 22-year-old married 
but limited educational background, was referred by 
an obstetrician because. for a year after the delivery of a stillborn baby, compli- 
cated by a mild puerperal thrombophlebitis of her right leg, she had continued to 


have an inexplicable spastic paralysis of this extremity. . 
The psychiatric history was relatively simple. At the age of 18 she had married 


her illiterate, stolid but conscientious and devoted husband mainly because she 
desired to escape from the drudgery of factory work, but instead ofenjoying heyen: 


CASE 29(c). Psychophysiolog 
woman, of normal intelligence 
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i responsibilities of 
a nae e EtG cit tina ee 
nue ig Siete pati ae greatly to her burdens and disillusionments. 
SEn part much against her unspoken desires, she was Pregnant ran 
i this time she had an even more stormy pregnancy, terminated by Rese day 
a residual thrombophlebitis. In treatment for the latter sear nee ie al 
trician prescribed rest, warm packs, light massage, Dae S ape 8 
portant to the patient—a suspension of intercourse until she was 2 PER, 
recovered.” The husband, of course, was informed of this and remained con mr 
for months, although finally his growing impatience forced the Patient again tos =p 
treatment for what she called, with significant lack of anxiety, her ee 
leg.” In the psychiatric interview the patient quite innocently stated that ee 
were certain things about her leg she “couldn't understand,” as one example, w : ; 
was “better” throughout the day, yet so “painfully stiff’ in adduction at night t = 
intercourse with her husband was impossible. Fortunately, the symptom cleare 
rapidly when the patient Tecognized its relationship to her fears of a third et 
nancy, although her self-respect and rapport were preserved by making aN 
implicit, but never traumatizingly explicit. Furthermore, since insight withou 


action never solves a dilemma, the therapy was directly implemented by inducing 
her husband, through appeals to his 


own self-interest, to help in the contraceptive 
techniques that they both now desired 


Comment: A Psychod: 
symptomatic disability tha 
“la belle indiffe 
elicited if the sy 


ynamically significant lack of concern about a 
t serves to resolve a neurotic conflict was called 
rence” by Janet. Clinically, however, anxiety can be readily 
mptom is prematurely threatened by the therapist. 


Of course, experience in industrial and military psychiatry has shown 
that functional sensorimotor disabilities m 


ay be related to other than 
Purely sexual conflicts: 


A workman with a trifling accidental injury may feel that he has been inade- 
quately protected j 


me unconsciously “accident prone 
Constitute industrial hazards to themselves as well 
as their employers, 

Similarly, acute “ 
blindness, deafness, muti 
of perception and motor 


return the patient to co 
liberate intent” 


of evident symb 


combat neuroses” 
sm, paralysis of the 
control that make it 
mbat. Such dysfunc 
and are thus distinguished fro 
olic and adaptive (Psychosom; 


are often expressed in functional 
shooting arm and other impairments 
impossible for military authorities to 
tions may not be governed by “de- 


m malingering. Nevertheless, they are 
atic) import. 
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Somatic Dysfunctions in Psychotic States 


Finally, severe and chronic behavior disorders are often accompanied 
by the following physiologic disturbances: 

Mania (296.1). In line with emotional lability and press of activity, 
there is hypersensitivity to sensory stimulation, rapidity and irregularity of 
cardiac action, variable appetite, urinary urgency, frequent small bowel 
movements and general motor restlessness. 

Depressive states (296.2), in contrast, are characterized by insomnia, 
ipation, amenorrhea, diminished sexual 


anorexia, loss of weight, const 
ometimes more pronounced during the 


desire, and a pervasive lethargy s 
morning and late evening hours. 
Schizophrenic psychoses 
expressions, including lability o 
disturbances in the metabolism of sugars 
hormonal balance, muscular tonus (flexi 
cortical rhythms, especially jn the central reticular form 
septum pelucidum (R. Heath). 
With this preview, we may 
generally accompanied by neuromuscular a 


(305.9) have a wide range of somatic 
f body temperature (poikilothermy) variable 
and fats, possible alterations in 


bility or catatonia) and electro- 
ation and in the 


turn first to those behavior syndromes 
nd organic dysfunctions. 


Other Types of Psychophysiologic (Formerly “Hysterical’’) Disorders 


(305.9) 


The term “hysteria” has been used with many different psychiatric 
connotations. Formerly, as noted, it was applied to a state of marked emo- 
tional and motor excitement with or without syncope and subsequent am- 
nesia, that affected professedly delicately bred and sensitive women placed 
in (to them) acutely stressful situations—a definition that persists in the lay 
term “hysterics.” The concept is still employed with somewhat similar im- 
plications in several compound terms as follows: — ‘ TE Ea 

Hystero-epilepsy (305-1). This designation is applied to epileptoid’ 
motor seizures that differ from true epilepsy 1n being emotionally condi- 
tioned, covertly expressive of repressed inner urges, unaccompanied by neu- 
rologic or electroencephalographic signs of organic disease, and generally 
without the residues of headache, muscular tension, fatigue or impenetrable 


amnesia. 


Joskeletal reaction: hystero-epilepsy (305.1). A 


youth of 16 with a covertly erotic attachment to an older sister, expressed his in- 
cestuous fantasies through “epileptoid convulsions,” in which the muscular move- 
ments were almost unmistakably either masturbatory or heterosexually erotic in 


character. 


CASE 30. Psychophysiologic muscu 
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Hysterical (pseudo) psychoses (306.9). These unfortunate terms are 
intended to describe (a) acutely disturbed states in which the patient simu- 
lates acute mania or excited schizophrenic behavior or (b) chronic aberra- 
tions of thinking and conduct in which the patient may act out his concepts 
of psychotic behavior without, however, psychotic disturbances of thinking 
or true hallucinatory or delusional imagery bring present. Hysterical 
psychoses may occur in imprisoned criminals seeking mitigation of guilt 
with or without an admixture of malingering; in either case, the reaction is 


fugue states he may “wake” 
identity or whereabouts, and be 
and new marital and social 


miles from home, totally unaware of his 
gin life “anew,” i.e., with a new occupation 
- However, even a superficial 
ent has retained advantageous 


» Social manipulation, etc., and that, in fact, his 
amnesia for his past, far fro 


€ to the patient. It will then generally be 
ad been precipitated by either an extremely 


Ty relevant to it. After a peri 
come to full consciousness” 


pe by similar means, occa- 

y” with amnesias for “identities” 
between, Alternati “discontinuous states of con- 
Morton Prince, who regarded 
or “multiple” personality, but this 


ation obscures the dynamic and adaptational 
efenses. 
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Psychosomatic Specificity 


A recurrent issue as to the etiology of various psychophysiologic 
disorders is whether they are expressions of unconscious conflicts of 
specific motivations and interpersonal adaptations. Franz Alexander, 
Thomas French, Leon Saul, George Pollock and others have contended 
that such correlations exist, here beriefly reviewed: 

Gastric hyperacidity and hypermotility, sometimes resulting in peptic 
ulcer, are somatic expressings of repressed cravings for lost maternal 
sustenance manifested as a continuous gastric preparation for food. 

Recurrent hypertension is a sign of unconscious rage and hostility 
generally directed against father-symbols in reenacted Oedipal situations. 

Neurotic asthma is a fixation of bronchial spasms symbolic of the cry 


of the deserted infant. 
Neurodermatitic eczema is displaced lachrymation and is part of a 


syndrome of frustrated yearning for touch and fondling. 
This list has been extended to include other specific formulas pur- 


ported to correspond to organic dysfunctions as delimited as glossitis, glau- 
coma and even warts,* even though (a) nearly all such formulas are derived 
from uncontrolled, preemptively selected and largely anecdotal excerpts 
from the therapy of a relatively small number of patients, and (b) most of 
the formulas themselves are so vaguely phrased as to be interchangeable. 
In practice, the fantasies of almost any patient, if sufficiently explored will 
include not only all the psychosomatic associations cited, but also most all 
others conceivable—including those that would be considered “psychotic” 


outside the free-associative process. 
Conversely, patients actuated by relatively constant psychodynamisms 


can show an exceedingly variable symptomatology.t One example may suf- 
fice: 

* Relatively simple explanations for supposedly abstruse “psychosomatic correlations” 
are recorded in the literature. For example, H. Rattner (Arch. Derm. & Syph. 60:624, 1949) 
reported a female patient who suffered three days each month from what a psychiatric 
consultant had called “vicarious palatitis.” Investigation showed it to be wholly attributable to 


the direct initiation of fellatio during menstruation. j ae F 
+ So also, animals which can hardly be credited with complexly symbolic “unconscious 
fantasies,” develop simultaneously or in succession such widely diverse organ neuroses” as 
lonic dysfunctions, sphincter incontinence, 


anorexia, respiratory tics, cardiac arrhythmias, co : j 
E s, and even ostensibly hallucinatory and delu- 


ejaculatio praecox and other sexual disturbance: : 
of the symptoms being dependent not on the 


sional behavior, with the nature and durations p 
nature of the conflictful experience—which was held constant in the experimental work—but 


rather (a) on the species of the animal and (b) its individual metabolic vulnerabilities. See 


Masserman, J. H., 1968. 


86 SYNDROMES AND MODES OF THERAPY 


CASE 31. Variability of psychophysiologic dysfunctions. A 20-year-old patient, 
after a neurotic childhood and adolescence, began having functional gastrointestinal 
complaints which, after about four years, gave place to severe cardiorespiratory 
dysfunctions. These also disappeared spontaneously, but the patient became so 
obsessive-compulsive that, after six years, he was forced to seek analytic therapy. 
The details of his analysis are not relevant here except for the fact that during his 
therapy he not only recapitulated almost every previously experienced somatic dys- 
function but combined them into configurations of bodily symptoms (e.g., 
dermatoses, syncopal episodes, migraine headaches, dysphagias) with or without 
concomitant alloplastic behavior, such as kelptomania, etc. Certain general 
formulations as to his character, of course, held true broadly, but in this patient, as 
in others, to have selected from the broad spectrum of the data and their multiple 
possible permutations a few phrases to dignify as specific or exclusively “psychody- 
namic” or “psychosomatic” formulas would have constituted a thoroughly mis- 


leading interpretation of the facts. Such considerations led to the following incident, 
here cited as a case illustration. 


CASE 32. The Psychosomatic Profile of an Ingrown Toenail. Some time ago, when 


problems raised in the Preceding section, I was 
ed group of internists on the general topic of psychosomatic 
medicine. I accepted, in the hope that I could share my tribulations with my 
medical colleagues and we might thereby approach a clearer understanding. Let 
me here recount, in the briefest space Possible, the story of that lecture and its 
almost incredible denouement. 


__ I began my quite informal talk by Pointing out that the Cartesian riddle of a 
triology of spirit, mind and bod i 


onic spasms, rage 
ugh various other 
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tured in untrammeled flights of fantasy. Concepts thus engendered, may be en- 
gagingly poetic, but any resemblence they retain to scientific theorems are quite 
possibly seriously misleading. To illustrate this point in my lecture I proceeded to 
parody such a priori derivations by improvising a Psychosomatic Formula for an 
Ingrown Toenail. 

Consider, I said, the toenail. Anthropologists have pointed out that man’s 
brain developed when, due to the evolution of a strong pedal hallux, his arms 
were freed of the task of locomotion so that he could walk about the earth in an up- 
right position, manipulating its resources and pondering on the cosmos above. But 
the toenail is more than the fundamental basis of intellignece; it epitomizes man’s 
vital libido. Thus, it is the most protuberant part of the body, hard and rounded; in 
locomotion it prescribes a most suggestive to-and-from movement—obviously, 
then, it is a basic penile symbol displaced, for a change, downward. But let us also 
remember the anatomic origin of this important little phallus, namely, the nail- 
bed—also a most significant term. This in turn consists of an invagination of 
vascular tissues into a zone called, with intuitive propriety, the stratum germina- 
tivum or matrix—a region consummately feminine in its conformation, physiology 
and import. Here, then, we have a psychosomatically significant microcosm: a 
womb-equivalent ever generating a masculine imago which goes forth to establish 
the family, the clan, and thus a civilized social order. a Py 

But consider what happens when this essential functioning is disrupted by frus- 
tration and conflict, when, specifically, the erect nail is stubbed and traumatized or 
is too long opposed by unyielding reality in the form ofa repressive ee 
and perhaps personally we know the effects all too well: the nail, particularly at the 

i A its individuali n Freudian terminology, its ego 
peripheral portions of its individuality or. 1 ame 
boundaries, turns about and digs its way back into the flesh of its ożigin: ANSA 
to those properly indoctrinated with psychodynamic agderstaniink; a much deeper 

ienifi : i i ass. It will appear, indeed, that the 
significance can be discerned in this proces: al ape rae tai 
countercathected ungual masculinity, blocked from its exterio g 


- even s final regression through the 
ets, i e self and eventually even seeks i t 
Salis troyerts ponme A n—i.e., a return to intrauterine 


i sulation d vascularizatio 

mechanisms of reencapsulation and vascula AA PER a 
existence. This illuminating formula, derived as it 1S oe ees ve 
enlightened by psychoanalytic wisdom, could of course stand on Its merits alone 


about as well as others derived from similar explanatory GNU EAVOTSs tiie 
however, it can be further validated by objective clinical psa oe sa 
be demonstrated that patients of both sexes with nee icon a a pins 
both masculine aspirations and regressive fantasies, see pit Bal tt 
without ingrown toenails have the same unconscious i y Leet cS ah 
emphasize once again how the study of the abnormal can p 


sae dU hs Si lecture on psychosomatics, naka ale oe oe 
an appreciative gleam in the eyes of most of my sear aie, 7 la ! 
aroused a healthy whimsy of doubt about some of tenyen al ae that pass 
for serious thinking in the field. My optimism, However was oo modified 
when, on meeting some of the members of the audience day ao i s later, I was 
actually congratulated on the clinical and analytic perspicacity with which I had 
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derived the specific dynamic formula for the etiology and possible therapy of that 
hitherto unexplained psychosomatic disorder—onychocry 


ptosis or ingrown toenail! 

It was I, then, who had been naive in so casting my lecture. I had not 
recognized how precious and ingrained was the Power of the Word and the 
Formula; how avidly even trained and intelligent physicians will cling to the 
belief that, if only they can evolve and repeat the proper incantation, bodily 


or behavioral disorders from alopecia to zoophobia can be magically 
exorcised and made to vanish on command. 


Clinical Criteria for the Diagnosis of Psychosomatic Disorders 


Although there are as yet no simple and constant formulae in this 
field, psychosomatic disorders may nevertheless be diagnosed with a fair 
degree of accuracy by the general characteristics of neurotic reactions pre- 


viously noted in Chapters 2 and 3, and more specifically applicable as 
follows: 


solved. 
Organic Complications 


Finally, whatever the etiology 


f EE 
hyperacidity Rae of the initial h 


tri ey ypermotility and 
gastric neurosis,” it Must be Tecognized that these 


a e formation of a Peptic ulcer, which 
Independent Pathologic process that can be only in- 
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directly benefited by psychiatric therapy. Similarly, neurotic hypertension 
may eventually lead to irreversible arteriosclerosis, or severe or repeated 
emotional excitements in a thyrotoxically susceptible individual may 
initiate a cycle of changes in the thyroid gland which then progresses inde- 
pendently to the full-blown expressions of a Graves’ disease. Somatic com- 
plications may be clinically critical, as in neurotically exacerbated intermit- 
tent claudication leading to gangrene of an extremity, or even as dangerous 
as the occurrence of a coronary thrombosis or a cerbral hemorrhage in 
vascularly vulnerable individuals during a severe emotional disturbance. 
Such examples illustrate the importance of psychiatric factors in the 
etiology of organic illnesses, but emphasize even more strongly the 
Necessity of adequate medical diagnosis and effective medical or operative 
therapy if tissue lesions impend or are progressive. There is no specialty 
whose practitioners can avoid dealing with the total behavior of a patient 
subsumed under the rubrics of psychosomatic medicine. 

A channelization of repressed motor discharges into vasospastic 
Phenomena producing the symptomatology of Raynaud’s disease is 
illustrated by the following case: 


CASE 33. Raynaud's disease with psychophysiologic exacerbations (305.3). A 32- 
year-old patient of Polish extraction applied to the clinics with complaints of (1) at- 
tacks of blanching, tingling and numbness of his fingers and hands for the preceding 
8 months, (2) a generalized hyperesthesia to touch and to cold stimuli, and (3) 
widely distributed “muscle knockings,” by which he meant localized, transient but 
painful regions of spasticity. The patient's history, as obtained from several sources 
Preparatory to his admission to the hospital, may be summarized as follows: v3 

His mother and all his siblings were described by every informant as histrion- 
ically volatile persons who passed readily in and out of deep grief, sudden, intense 
rages and other affective reactions under minor stresses. His sister was especially 
unstable in this respect and often suffered from eczema and other disorders, which 
persisted for weeks after a severe emotional upset. i ‘ 

The patient had a physically healthy childhood in a rural community and 
seemed to have been free of neurotic traits other then the mercurial temperament 
characteristic of his family. He had received only eight grades of parochial 


Schooling and had cultivated no particular social or intellectual aptitudes. In per- 
Sonality, he developed into a hard-working, intense, perfectionistic individual, 


humorless, morally rigid, intensely religious and culturally limited. 
When the patient was 17, his father—the only comparatively stable and placid 


member of the family—died, after which the patient, according to various infor- 
mants, remained “grief stricken for two years.” He continued to work asa factory 
laborer, but became even more constricted in his interests and permitted himself al- 


Most no contacts and recreations outside his church. ; f 
Sexually, he remained inhibited, inexperienced and naive until the age of 24, 


when, on the advice of a priest, he married a Polish immigrant girl of his own age. 
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Sexual relations were unsatisfactory, and his wife, finding him either unreasonably 
hot tempered or cold and remote, gradually began to seek interests outside the 
home. Four years later, she began having extramarital affairs and, in another year, 
left him. The patient considered himself disgraced in his community, gave up his job 
and went to Chicago to live with another branch of his family. Here, however, his 
readjustments proved difficult on a number of counts: he was socially more isolated 
than ever; his parish priest and local church were “too easy-going” to suit his 
desires for strict orthodoxy; he could not find steady work, and finally he had to 
depend for support on relatives who showed little inclination whatever to tolerate 
his rigid habits and unpredictable outbursts of rage and vituperation. Of necessity, 
he had to suppress these, but it was while attempting to control a particularly severe 
feeling of anger that the patient first experienced, about two years before his ad- 
mission to the Clinics, the spasms and “muscle knocking” in his arms and 
shoulders. 

The following winter his other Principal symptom appeared; one day, after he 
had stalked out of his home to avoid an imminent quarrel with the cousin with 
whom he was living, he noted that although the day was relatively mild, his hands 
quickly became numb, blanched and cold, and could be restored to normal only by 


Such episodes occurred and 


Cause, as he put it, he had been a good ma 
deserved the best. However, both sides ri 
and the patient was brought to the University Hospital. 

Routine physical, x-ray, urinary, blood chemistry, 


2 „urin and cytologic findings were 
normal. Neurologic examination showed that the 


patients complaints of 
myoclonic jerks in the af- 


PSYCHOPHYSIOLOGIC DYSFUNCTIONS 91 


behind first purple, then red. The subungual pulse vanished and the electrical 
resistance from palm to finger tip increased to 100,000 ohms. At this stage, the 
patient reported that he was suffering from a typical attack of “cold numbness” in 
his hands, which lasted 15 to 30 minutes. He was then requested to breath deeply 
and concentrate his attention on the examiner, and was put in a mild state of quasi- 
hypnosis, in which he was given strong suggestions that his hands would rapidly 
again become warm, relaxed and normal. Within two minutes the pulse reappeared, 
the hand turned pink and the resistance dropped to 63,000 ohms. 

Observation on the ward confirmed the importance of emotional factors in 
precipitating the patient's myoclonic and vasospastic attacks. For instance, these 
symptoms occurred with severity during an electrical storm, when the patient 
became markedly excited because, as he explained to the physician summoned to 
see him, it awoke fears that dated from the time his home was demolished “by wind 


and lightning” when he was 10 years old; ever since, he could not bear to be alone 


in a room during even a shower. To check the possibility that barometric or 


electrical influences had played a part in the phobic reaction, the patient was again 
with the result that his vasospasms were 


d that attacks frequently occurred when the 
er some trivial neglect by the nursing or 
s was: “First I get to feel quite 


calmed and given gentle reassurances, 
rapidly alleviated. Similarly, it was note 
patient felt aggrieved and angered ov 
medical staff. His own description of these episode 
excited, then mad or blue over something that happened—then my whole body feels 
stiff and jerky, like I want to run or climb or do something, but most times I 
d or overheated, my arms and hands get 


can't....Then, if I get chille ? f 
numb. . . . but after the coldness is gone, I feel better all over and I’m not excited 
any more.” 


Two staff internists who specialized in cardiovascular 


diseases confirmed our impression that, whatever its complex constitutional, 
physiologic and neurotic etiology, the patient’s present illness was indeed sympto- 
matic of early Raynaud's disease. It was therefore recommended that he move to a 
warmer climate, but an especial effort was made to furnish the patient with some 
effective understanding of the role excessive indignation and suppressed rage played 
in precipitating his attacks, and of the consequent necessity of avoiding physical and 
emotional stress insofar as possible. A year later, however, he reappeared at the 
Clinics to report to the psychiatrist, on whom he had become demandingly de- 
pendent, that he found it financially impossible to change his residence, that his 
emotional difficulties had, if anything, been aggravated, that now the attacks of 
vasospasm had spread to his arms, feet and even the tip of his tongue, and that 
sometimes they were accompanied by transient syncope. Recheck diagnostic exami- 
nations showed some blanching of the optic disk. smoothing of the mucosa of the 
tongue, atrophic changes in the skin of the extremities, residual pitting edema of the 
legs, and x-ray evidence of early arthritic changes 1n several peripheral joints. A 
neurologist, called into consultation, bluntly advised the patient to have a series of 
“operations to cut the sympathetic nerves.” and the patient reacted by a vasospastic 
attack of such severity that edematous gangrene of the extremities seemed 
threatened, Moreover, he refused further advice and left the hospital with the intent 
of traveling to Texas for permanent residence. Efforts to learn his subsequent 


course were not sucessful. 


Course under Therapy. 
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Comment. It is impossible to discount or neglect the physiologic sus- 
ceptibilities to vasospasm in this patient, nor is it profitable to speculate, in 
the absence of control data, as to the course his illness might have taken 
had it not become neurotically aggravated by channelization of adrenergic 
stimuli into the vasomotor system. Nevertheless, the influence of neurotic 
factors was demonstrated, and the necessity for their recognition and con- 
trol, as in all such psychosomatic disorders, was evident. Unfortunately, it 
seemed that by the time the patient applied for therapy the organic disease 
process had become irreversible. At first, then, meliorative therapy 
consisted in the avoidance of traumatic psychosomatic stimuli; later, the 


only recourse seemed to be Surgical interruption of the sympathetic vaso- 
constrictor pathways. Yet, when this was 


Clinical Stoicism. The t 
organically expressed but 


to various medical clichés about the “euphoria” 
c resignation” of the leper, etc. Actually, such 
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The patient’s parents had had a stormy marital life, terminated when the 
patient was 9 by her mother’s death at the hands of a paramour. Both parents, 
nevertheless, had been devoted to their children, and the patient had shown no 
serious neurotic reactions during her childhood, had adjusted well to her father’s 
remarriage and had grown into an intelligent, charming and popular girl. At the age 
of 11 she had begun to suffer from urinary disturbances and right lumbar pains 
which were later diagnosed as due to an atrophic and infected right kidney. 
However, surgery was not strongly urged, and the patient, despite her symptoms, 
preferred to continue her education, graduated from high school with scholastic and 
social success at 17 and immediately took a job at a local factory. Here her initia- 
tive and intelligence merited a series of promotions, but increasingly severe 
headaches and visual disturbances made it imperative that she have her kidney 
removed. Even more unfortunately, this operation did not correct the sympathetic 
imbalances that had already become established. Consequently, her blood pressure 
reached acutely dangerous levels and her physician insisted that she enter the 
University Hospital for a sympathectomy. $ E 

During the psychiatric interview the patient confessed that, in reality, she WaS 
very far from indifferent to the impending operation. On the contrary, she was filled 
with such deep anxieties that it took every effort on her part to suppress them “so 
that the doctors who have been so nice to me won't think I'm a big baby.” These 
anxieties, unfortunately, had been increased by another hypertensive patient who 
had shared her room and who, jealous of the patient's youth and charm, had 
regaled her with tales of the sufferings attendant on “incurable high blood 
Pressure,” and the horror and, what was worse, the ineffectiveness of operations she 
herself had had. As a result, the patient, while pretending to sleep when she thought 
herself observed by the nursing staff, had spent entire nights speculating whether 
her body would be disfigured by operative scars, what limited outlets in work or 
play would still be possible for her, and a the young man to whom she was 
enga, a invalid for a wife. Fan 

j E the patient unburdened herself to the psychiatrist, 
tears came, and with them evident and avid desire for comfort and explicit 
reassurances. These, of course, were given in repeated interviews with as much op- 
timism as could be accepted and justified, and the patient's deep anxieties and 
Painful pretenses of indifference over her fate were rendered less necessary. She 


i ; ing the difficult period of a 
thereaft r surgical care excellently during the 
eg A _ reduced her resting blood pressure to 


two-st which, fortunately : 
age sympathectomy t, after a prolonged vacation, herself 


120/85. Following her discharge, the patien S 
broke the engagement (which she had previously accepted more out of desperation 
than for any other reason), returned to less strenuous work and made other social 


adjustments which, though necessarily influenced by her a sha Ss ng sb 
more realistic and more satisfactory than her previous blind refusals to face her 
illness. 

y Functions. The skin, an organ that 


Disorders of Integumentar} 7 i à i 
mediates many exhibitionistic and erotic experiences, Is not only normally 


involved in these activities (blushing, caressing, etc.) but frequently is the 
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site of deviated sexual or aggressive expression, as may be seen in some 
forms of so-called ‘tneurodermatitis” (cf. Becker, Obermeyer, Saul). Un- 
fortunately the dynamic interpretations of this relationship have sometimes 
been elementary and the therapy has been confined to “explanations 

bolstered by salves and sedatives—all occasionally in excessive amounts. 
One instance, with toxic-organic complications, is the following: 


CASE 35. Psychophysiologic skin reaction with bromide and barbiturate intoxi- 
cation (305.0/304.2). A psychiatric consultation was requested for a 25-year-old 
married woman who had been admitted to the dermatologic service with complaints 
of a chronic pruritic eczema, complicated by a papular dermatitis that had ap- 
peared after she had begun to take large quantities of “nerve medicine” two months 
previously. On examination, the patient was found to be stuporous, disorientated 
and vaguely hallucinated; bromism was suspected and confirmed by two blood- 
bromide readings of 215 and 205 mg per 100 ce. 

The patient was transferred to the psychiatric service where, after several days 
of forced fluids and suspension of all medication, her confusion and mild ataxia 
abated, the papular rash began to clear and the following history was obtained: : 

She was an only child of parents who seemed to take pride in being theatrical 
in every sense of the word, and who lived an erratic. footloose life of travel, mutual 
recriminations, separations, passionate reunions and histrionic scenes at home and 


in public. Left to herself, the patient had grown to take 
graceful body, had cultivated it 


in displaying as much of it as 


great pride in her slim, 
with much training and exercise, and had delighted 
permissible as a professional dancer. Sexually, she 
had been promiscuous, mainly because of the narcissistic pride she experienced in 


having herself fondled; in contrast, intercourse itself was an anticlimax, and the 
patient was orgasmically frigid. After many conquests, she had married a well-to-do 
man who professed deathless infatuation with her and who promised her complete 
financial security, freedom from the usual marital obligations and an untrammeled 
pursuit of her “career.” Unfortunately, these promises had not materialized: 
instead, despite every cont i i 


: by increasing doses of sedative prescrip- 
for her “nervousness.” These had finally 
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caused the complicating toxic rash and delirium for which she was admitted to the 
hospital. 

Course under Therapy. With the cessation of bromide and barbiturate 
medication and the administration of sodium chloride solution, the patient's senso- 
rium cleared and her drug rash gradually disappeared. As is often the case in nar- 
cissistically introspective persons, a working insight was not difficult to establish; a 
far greater problem was to find an acceptable field of expression for attitudes that 
were scarcely less modifiable for being made explicit. A compromise was finally 
worked out: a relatively devoted governess acceptable to both the patient and her 
husband replaced the mother-in-law in caring for the child. The husband was made 
more cooperative in the arrangement by the tactful implication that, as he himself 
had realized before his marriage, he could not in any case force his wife into ma- 
ternal duties; should he persist in trying, she might once again, quite unconsciously, 
try to punish him by impairing the beauty he still greatly admired. For her part, the 
patient also compromised: she applied for and won the part of a frustrated career 
woman in a television serial, and thus, while remaining with her husband and child 
in the public role of a devoted wife and mother, had a daily opportunity of identi- 
fying with her theatrical parents in a fervor of televised emotion that won her spe- 
cialized audience's acclaim and her sponsor's financial gratitude. In a five-year 
follow-up, she reported that no further pregnancies, rashes or deliria had occurred 
and that she was quite happy in what she termed her creativity as a television artist. 


Exhaustive-Regressive States (Neurasthenia, 300.5). The term 
neurasthenia was introduced into American psychiatry by Beard in 1869, 
and, since it was a euphonious appellation that implied a respectable or- 
ganic etiology for various neurotic reactions, It became predictably popular 
with the profession and the laity alike. Even Freud, in 1894, grouped 
neurasthenia and anxiety neuroses together as the “actual neuroses,” and 
attributed the former to “actual” exhaustion of the nervous system by 
masturbation. The term is now loosely applied to any ill defined syndrome 
consisting essentially of lack of energy, easy fatigability, mO EE 
petite, sluggish mentation and emotional irritability, and persistent feelings 
of lassitude or boredom without fixed depression. Somatically there may be 
variable pulse, low blood pressure, irregular bowel Sas an back 
pains, loss of weight and lessened sexual potency. Orcasiona _ there are 
complaints of “headaches” described on closer questioning, as less a pain 


; P like constriction of the cra- 
than a feeling of heaviness. 


nium. Pas 
f the “neurasthenia syndrome may 


Another fairly frequent form © 
follow periods of prolonged alertness and concentrated effort. Thus a 
writer, a physician, an engineer or a staff officer who has been applying his 
energies and ca acities to the utmost in some major project may find that, 

k mains tense, irritable, unable to relax 


after its successful completion, he remains es h 
despite feelings of ees and dissatisfied with his accomplishments. In 


depression or a ring- 
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industry, this syndrome is recognized as “executive funk”: in a military set- 
ting, it may be miscalled battle fatigue, even when there have been no trau- 
mata connected with actual combat—or, more accurately and descriptively 
“old sergeant’s syndrome.” 

As may be inferred, however, these reactions are manifestations of 
psychophysiologic depletion, due less to physical overwork than to 
prolonged but unrecognized internal tensions deeply repressed and suffi- 
ciently disciplined during the performance of the task itself, but eventually 
cumulative either to the point of exhaustion or else to sudden explosive 
expressions of blind fury at the social order which demanded such 
sacrifices. In more favorable circumstances the subject may resolve this 
tension by abandoning attempts at prescribed or self-enforced rest, and 


either turning the momentum of his energies into some new and diver 


ting 
project, or else finding im 


petuous or turbulent release in a period of spree 
and dissipation. In therapy, mild sedation, high caloric diet and a restful 
environment rather than physical inactivity should be employed, prepara- 
tory to resolving the motivational impasse by mitigating the patient's 
energies and channeling them into 
mself. However, if the patient's be- 
us invalidism, it is often necessary to 
t anxiety, chronic mild depression and 
at comprise “chronic neurasthenia’” on 


Psychiatry: namely, ( 


a) that every disorder of behavior is “psychophysio- 

a Rigs. psychophys'9 

logic, and (b) that artificial categorizations are convenient for purposes of 
filing, but often hamper rather t 


THERAPY OF PSYCHOPHYSIOLOGIC DISORDERS 


Perhaps in no other s 
vertising, politics, and 
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rance, while exhorting the buyer, voter, disciple, or patient to do as the 
word user wishes. Trouble arises, however, when the speaker is carried 
away by his own attempts at verbal legerdemain and, like Dukas’ sorcerer’s 
apprentice, releases a flood of ambiguities that threatens to wash away 
recognizable realities until someone calls a halt to the engulfing torrent. 
Herewith some attempts at clarification: 

The Office of the Psychiatrist. The word “office” obviously does not 
mean a purely geographical locale, since a physician will use essentially the 
same methods of treatment in his own or the patient’s home, on the hos- 
pital ward or, for that matter, in any army ambulance or a space ship. 
Instead, the term connotes at least the following triplicate functions or of- 
fices of the physician vis-à-vis his patient's ultimate (Ur-) needs for physical 
well-being, social securities and metapsychologic serenity. 

First, as a medical savant and technician, learned in theory and skilled 
in all the elaborate healing techniques of our modern age. 

Second, as a concerned mentor and guardian dedicated above all else 
to the care and protection of his patients, much as a parent cherishes his 
hurt and helpless children whether or not they “deserve” or pay for it. 

Third, and far from least, as a member of a potent secret order which, 
following ancient Asklepiad rites of apprenticeship, revelation and or- 
dainment, is privileged far above other mortals to delve into the awesome 
mysteries of the body and soul (as in hypnosis or analytic “insights”), to 
work magic (i.e., by surgery oF “miracle drugs”) and to have semidivine 
power over life and death. 

It is in these roles of idealized scientist, parent and necromancer that 
every physician is cast, whether or not he wishes to recognize this triune 


image nascent in every patient’s hopes. More specifically: 
The Scientific Office: Many patients expect the physician to be a 
savant with all modern scientific techniques and resources stored in his 


precision-machined fingertips guided by an instant-computer brain. He will 
be expected not only to have retained the presumably somewhat outmoded 
information he acquired in medical school, but also to have read every 
medical publication since his graduation (Le. about eleven million pages 
yearly) including the up-to-the-breathless-minute revealed truths in authori- 
tative sources such as Time Magazine. Reader's Digest and the Sunday 
newspaper supplements. It is, of Course. tempting to reply to such unrea- 
soned demands with a deprecatory denial, until we recall we, too, resent a 
television repairman who does not know every circuit by heart, or an au- 
tomobile mechanic who cannot instantly diagnost and almost as rapidly 
repair a misfiring engine. Let us then understand that our patients, with in- 
finitely more at stake, must ardently believe in our professional omni- 
science and omnipotence, and apply that insight to the following consid- 


erations: 
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Our Professional Prestige: Collectively and individually we must jus- 
tify, insofar as possible, our reputation for erudition and medical skill. In 
this connection, we are therapeutically justified in having our diplomas and 
certificates modestly framed but fully displayed on the wall, and never 
consulting a medical book in the presence of a patient. 

Patient Reliance: Each patient puts his primary trust in one doctor, 
to whom all other aides—laboratory technicians, nurses, radiologists and 
even surgeons—are regarded as assistants. It is, therefore, the inevitable 
responsibility of the patient’s “private” physician, however much he would 
like to diffuse this responsibility through the “team” approach, to assemble 
and interpret all the diagnostic data to the patient, to visit him frequently if 
he is hospitalized, to be at his side when he is Operated on, and in many 
similar ways to fulfill for him, physically when Possible and psychologically 
always, the image of an all-caring, all-knowing parent for whom cach of us 
yearns all the more ardently in sickness and travail, 


latrogenicity: However, the physician must use his scientific prestige 


with full awareness of its power to harm as well as help. An overlong and 
seemingly overconcerned opthalmoscopic ex 


amination may signify to our 
patient that we are gazing str 


aight through the window of his brain at a 
cerebral tumor. A dolorous shake of the head as we fold the stethescope 
after listening to his chest —no matter what is said afterward may mean 
to him that our all-perceptive ears have heard the footsteps of approaching 
death. Indeed, serious iatrogenic illnesses with their full panoply of anxiety 
and “psychosomatic” dysfunctions may Spring from tragically misleading 
Frey ucations between physician and patient, and some day may be jus- 
tifiably considered as compensable as carelessly Prescribed medication or a 
poorly performed surgical operation. 

The Parental Office: Almost immediately beneath his adult facade 
every patient comes to a trusted physician as a hurt, hurting, and frightened 
child anxiously seeking a devoted parent, accordingly, he wants to be 
warmly welcomed, soothingly addressed and Teassuringly touched, with in- 
tervening Personnel, Preliminary rituals and admission fees reduced to a 
minimum. Therefore, despite orthodox Psychoanalytic strictures, it is still 
advantageous to greet patients politely, help old ladies off with their coats, 
and use an examining room equipped with a  stethescope, 
sphygmomanometer, and ophthalmoscope Whenever indicated. Indeed, psy- 
chiatric trainees should be cautioned that, 
aloof from and posuibly even abia ot S 
the latter to understand and 
isolation, and remoteness from 

ment of any Patient 
ception, a discerning anamni 


#3 long as they themselyes act 
of their patients, they can hardly help 
dissipate their own feclings of alienation, 
human fellowships Instead. the first steps in 
are a prompt, individualized, sympathetic re- 
estic heating and, when medically indicated. 


the treat 
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that reassuring as well as informative interpersonal contact known as the 
physical examination. 

The Office of Wizard: There is one more function that the physician 
must assume, though less overtly than the first two: that of priest and 
wizard. Our medical forebearers were trained in professional schools in the 
temples of Ra and Osiris, and we still carry as our emblem the serpertine 
staff which, long before it became the symbol of Aesculapias, was given by 
Yahweh to Aaron, physician-priest of the Hebrews. In the Roman 
tradition, we preface our prescriptions with a cross over Rg for recipe, 
representing a prayer lO Apollo, God of Healing—a divinely wise and 
handsome progenitor, the image of all physicians, who taught the centaur 
Cheiron—a being significantly endowed, as all physicians also must be, 
With the head and brain of a man, and the bodily endurance of a horse. But 
whether or not our patients are aware of our celestial heritage, from the 
most overtly naive to the most professedly sophisticated they are covertly 
alike in one respect: our powers to serve them are wishfully presumed to 
transcend the mundane and include the esoteric and the mystic. Only God 
and the surgeon, often in the reverse order of priority, are trusted with 
one’s helpless, ailing, bleeding body when life itself is at stake——an act of 
profound faith vouchsafed to no other profession on earth. But much more 
is covertly attributed to us: as anatomists we may secretly know the seat of 


j j et it be a have 
the soul. and as physiologists We have recently let it be known that we ha 
set up r deupen were itself, Nor are such preoccupations with the 


mystique of therapy limited merely to abstruse fantasies; on ne seo 
they imbue the everyday warp and woof of medicine. blest nen an f 

otics are heralded by manufacturer, advertiser, and public alt Singh ya 
weapons against disease“; similarly, merely changing a ch ari č- ; 
fluorine radical in the structural formula ofa phenothiazine derivative pur- 
portedly makes it tomorrow's “miracle cure of schizophrenia, despite the 
long record of sad deficiencies 1N yesterday's similarly acclaimed meya 
For that matter, such potions are not really needed: a = À al 
Bernheim, the most perceptive of students of hypnosis, conclu¢ p after long 
experience that “it is indeed a wise hypnotist that knows who is oo 
whom,” the public perennially insists on believing thar by â a 
mesmeric passes and verbal incantations we can exorcise pain o a 


a hypnotized patient to secrete more insulin, heal his ulcer, o his child- 

hood or actually change into another “personality. p ne S ti oe 

y of cA she since, unlike the priest. we 

Watidhsated secrets that anly tHe priest SAN SATE: SAFE a inde wE 
3 al by invoking our ' truth getu Mg 


could in any case enforce a confession 


did Mysterious black “He-detector” boxes , - 
pata Bad : also an obverse side wizards are Never above 


suspicion of using their powers 35 black magic for evil purposes. Zeus, who 
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through Apollo gave man the triple bounty of music, mathematics and 
medicine, also chained Prometheus for further promoting man’s welfare; 
Cheiron, mentor of Aesculapius, on closer inspection could also be seen to 
have the hooves and tail of the devil; and even Aaron, Hebrew patriarch of 
physicians, was feared because he could spread plagues and slay the in- 
nocent first-born. Therefore, at any moment—as rising malpractice 
premiums show—the most revered Dr. Jekyll can be accused of turning 
into the most diabolical Mr. Hyde. But this shadowy background of am- 
bivalent distrust that we all feel toward anyone accorded supreme authority 
over us brings into even sharper prominence the fact that, in order to work 
the miracles the public desires, we inheritors of the witch-doctors are 


endowed by our patients with thaumaturgic powers from which we cannot 
resign. 


Therapy 


The word “therapy” itself is simply but profoundly derived from the 
Greek therapeien, meaning to serve—and “cure” derives from the Latin 
curare, to care. In effect, the physician serves by medication (a medium or 
mediator of the physician’s concern and skill), by surgery (chirurgy, 
Greek—Kheir ergein, to work with the hands) or by other modes of 
are, Our clinical treaties with our patients). 
Medicine. No physician need minimize the solid advances we have 
made in Immunology, deficiency diseases or scientific pharmacology; 
Psycho-somatically, however, Lasagna can, under conducive circumstances, 
elicit greater analgesic effects from an injection of saline than from a grain 
of codeine, and Stuart Wolf can Prescribe apomorphine as an effective an- 
emetic by implying to his eager residents, and through them to their 
trustful patients, that this was a new calmative synthesized at great cost for 
Precisely that purpose. So also, Hardin Branch, H. K. Beecher, H. G. 
Wolff, and many others can repeatedly demonstrate that the efficacy of a 
drug, even on the most rigorous double-blind test, depends in a remarkably 
large part on the enthusiasm of the prescriber and the avidity of the 


recipient. The inferences are inescapable: every medication, in addition to 
its pharmacologic effects (if any 


bolic values and transference tr: 


alteratives as Specifically as may be 
(L., Scientia—coordinated kno 
is mediated is much more 


Psychologic realities by a cork ora capsule. 


PSYCHOPHYSIOLOGIC DYSFUNCTIONS 101 


Surgery. Nor are surgeons beyond similar reaches of illusion. There is 
perhaps no fantasy more deeply imbedded in antiquity than that disease 
can be gotten rid of by opening body cavities, nor is a more intimate 
contact possible between two presumably friendly people than that between 
patient and surgeon. Many a bronze age man has bequeathed to us his 
partly healed cranium in evidence of how readily he opened his mind to 
trepanation. Utilization of more readily available orifices by emesis, ca- 
tharsis, diuresis, and diaphoresis has been practiced throughout the ages, 
and so has utilization of more incisive scarifications and phlebotomies. 
More directly in our own field, only a long generation ago, H. A. Cotton 
and others were claiming to cure psychosis by eliminating “foci of in- 
fection” through wholesale removal of teeth, tonsils, appendices, and a 
yard of colon. Today we generally deplore such maiming—and yet we 
continue to allow enemies of the human cerebral cortex to devastate it just 
as effectively by administering excessive electroshock to the point of 
semidecerebration. It is little excuse that many frightened, lonely people 
who employ hypochondria as their main mode of supplication for concern 
and help are willing to submit to—and may for a time feel relieved by—the 
most drastic forms of expiative sacrifice and suffering, or that patients who 
would rather have their abdomens than their vistas opened may actually 
welcome hospitalization, surgery, and protracted and certified invalidism. 
Surgeons, too, must control their furor chirurgensis and, as curators of our 
patients’ ultimate welfare, beware of the futility of waving scalpels as 


though they were magic wands. 


CASE 36. Experimental neuroses and therapy. One aspect ni ayait 
“transferential’” therapy can be clarified by an experimental ana oi f 
retraining of animals that had been made neurotic: by adaptational conflicts (cf. 


Masserman, J., The Biodynamic Roots of Human Behavior, 1969). Briefly, mene 
the animal’s previous experience with humans had been predominantly avora e 
could utilize this influence thera- 


(“positive trans e”) the experimenter aawa 

Sn peg 14 H anew. ereat the most “neurotic eS e 
huddled in cataleptic rigidity in a dark corner, OF showing severe inl aed one 
compulsions, “psychosomatic” dysfunctions, regressions and oe re: mae and 
behavior— might be led perhaps for the first time in months by aen p! re its 
coaxing to take food from the experimenter’s hand. Once this initial receptivi y i 
established the animal could be induced to eat from the floor of the apparatus 1f the 
experimenter’s hand were held reassuringly 10 the cage; | 


ater it sufficed that the ex- 
perimenter was merely in the room. 


At any stage of this retraining | 
signal would reprecipitate the confli 
irrevocably. However, if the experim 


the premature repetition even of a faint feeding 
ct and set the animal's recovery back, perhaps 
enter exercised gentleness and patience and did 
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not at any time exceed the gradually Tegained tolerances and capacities of the 
animal, he could eventually induce it in Successive Stages to open the food-box, once 
again to begin responding to signals and manipulating switches, and eventually to 
reassert its former skills and patterns of self-sustenance. The retraining could then 
be continued to include acceptance of Previously traumatic stimuli, so that at the 
end of the process the animals would welcome even an air blast or electric shock as 
itself a harbinger of food or other reward, and avidly work switches that 
administered these previously feared stimuli. After such patterns were in their turn 
reestablished, the experimenter could complete the therapeutic process by gradually 


withdrawing from the situation as the animal reasserted its self-sufficiency until his 
ministrations or presence was unnecessary. 


in the therapeutic Situation, then 
n the patient’s anxiety permits—with 
e patient’s relationships and transac- 


can relinquish his Virgillian role of gui 


place once more in the world and no longer needs the 
perhaps, as another friend among a new-found many, 


Psychiatric Therapy 


In psychiatry, then, therapy 


comprises the optimum utilization of 
every medical, reeducative and s 


ocial rehabilitative means at the phy- 
sician's command to help the patient relinquish his previously neurotic pat- 


terns of behavior as no longer necessary or advantageous, while at the same 
time helping him to realize by subjective analysis, personal example, and 
progressive experience that more comprehensively adaptive and creative 
ways will be found to be on the whole more pleasurable and profitable, For 
this need not include primal screams or “unconscious motivations” over 
which the patient may decide he has no control; on the contrary, it is best 
that the patient soon learns to accept complete Tesponsibility for all his ac- 
tions. To cite an analogy: in treating diabetes, it is Operationally irrelevant 
whether the “unconscious” actions of intracellular oxidases and the func- 
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tions of the pancreas, or the “‘preconscious” and “conscious” regulation of 
insulin dosage and diet, are events in one or another spuriously segregated 
subdivisions of the psyche; all are interdependent and codetermined in a ma- 
TX of internal and external behavior. Finally, there is no dichotomy of 

superficial” and “deep” therapy, since, in truth, the only distinctions that 
can be made in this as in any other branch of medicine are those between 
skillful and therefore effective treatments, as opposed to stereotyped, inap- 
propriate—and therefore harmful or ineffective—methods of whatever 


brand, frequency or duration. 


CASE 37. Pseudoanalytic interpretations. A psychologist in psychoanalytic training 
had long been troubled by eczema over his face and the upper part of his body. One 
day, while this patient was in an analytic hour, the therapist was called momentarily 
to greet a visiting celebrity in the outer office. On the therapist's return, the patient 
announced that his neck had begun to itch and that he had also had a series of 
associations which explained why. He had recalled that the eczema had first ap- 
peared on his scrotum when he was 5 years old at the precise time his only sister 
was born, and that his mother had permitted him to scratch as much as he wished. 
This, the patient said, had been an obvious Oedipal expression, much enjoyed in 
childhood. In the hour, he continued, a very similar thing had happened: the 
therapist had violated a maternal transference by diverting his attention to a rival, 
and the eczema had promptly reappeared on another phallic region “displaced up- 
ward"—the neck. Both symptoms were, moreover, doubly determined, since 
Perhaps he had wanted also to get rid of the scrotum (and now the cervical phallus) 
in order to be female and helpless like his newly favored sister; also, the symptoms 
might represent a displaced self-castration for guilty anger at the therapist. The 
patient seemed much pleased by his own interpretations and rather disconcerted 
when the analyst made no special comment about these facile formulations. 
Unfortunately, the cervical eczema, instead of disappearing after this “self- 
analysis,” got steadily worse and the patient had to consult a dermatologist. At 
about this time, too, the patient was involved in an accident in which he smashed 
his automobile—another event he interpreted as “self-castration.™ When the 
therapist made no comment on this either, the patient became exceedingly anxious 
and demanded the reason for the therapist's protracted silence. The latter then com- 
mented simply that he had remembered seeing a papular rash on the patient's neck 
for several days before the incident of the visitor, and that, while the patient's 
fantasies about the events related to his eczema revealed his own dependencies. 
ready angers and deep jealousies. these attitudes were not necessarily specific for his 
dermatitis. After working this through a while longer, the patient came to a clearer 
recognition of what had transpired: he had indeed been jealous and had then offered 
the analyst a series of formulas derived from professional readings and discussions 


that he had thought would win not only the therapist’s attention but also his admi- 
` When this had failed he had added to the 


ration for the patient's “depth of insight.” j 
ident itself had been caused less by 


drama the incident of the car, although the acci i 
“self-castration” than by the patient's bland assumption that a road always would 
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be cleared for his royal carriage. Finally, he began dealing with a much more sig- 
nificant series of fantasies: namely, that he had never been content to accede to the 
almost unanimous opinions of expert dermatologists that he suffered from certain 
food allergies and must limit his diet accordingly. Instead, he had clung to the no- 
tion that his dermatosis was “psychogenic,” that he himself would find the “correct 
psychodynamic etiology” and that he could then master his handicap by a magic 
formula rather than by subservience to material necessity. 


Summary 


The essentials of therapy, then, are these: 


First, the maintenance of the Scientific prestige, ethical integrity and 
social influence of the psychiatric and allied Professions and the individual 
therapist. Differences of honest opinion 


y personal acceptance of each patient, 


d trouble human being seeking relief 
him in the following ways: 


of insight, namely, 
are really preferable—not alone because they 
` but because in the long run they will result in 
factions for all concerned. Such reorientations, which 


are legal, Moral or “mature,” 
greater over-all sati 
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must be achieved without letting the patient become too regressive or de- 
pendent (i.e., “anaclitic™), may be rendered more effective by combinations 
of the following techniques: reeducation of the patient by the therapist 
through reason and demonstration, implicit or explicit personal example, 
and the utilization of every opportunity for progressive social participation. 
This may be encouraged and fostered through supervised “milieu” or 
“conjoint therapy” or as directly and indirectly arranged with the patient's 
family, friends, employer, or social group. Here, too, the deep influences of 
the patient's religious, political or other loyalties, instead of being attacked, 
may be used to their best advantage. Indeed, it is the eventual efficacy of 
all of these readjustments that determines whether or not the patient will be 
reaccepted as a happy and useful member of his society—and this in turn 
will spell the success or failure of the therapist. 

More detailed descriptions and case illustrations of the principles and 
techniques here outlined for the therapy of the neuroses and subpsychotic 
behavior disorders will be included in a subsequent volume in this series. 


SUPPLEMENTARY READING 
Alexander, F., French, T. M. and Pollock, G. H. (Eds.): Psychosomatic Specificity. 
University of Chicago Press. Chicago, 1968. 
Hollander, M. H.: The Psychology of Medical Practice. Saunders, Philadelphia, 1958. 
Kaufman, M. R. and Heiman, M. (Eds.): Evolution of Psychosomatic Concepts. International 
Universities Press, New York, 1964. 
Masserman, J. H.: The Biodynamic Roots © 
field, 111., 1968. 
Redlich, F. G. and Freedman, D. X~: The 


. New York, 1966. 
Suinn, R. M.: Fundamentals of Behavior Pathology. Wiley, New York, 1970. 


f Human Behavior. Charles C Thomas, Spring- 


Theory and Practice of Psychiatry. Basic Books, 


\ Calcutta 
et 


Chapter 7 


TRANSITIONAL ORGANIC-NEUROTIC-PSYCHOTIC 
REACTIONS 


Etiology. As we have seen, disorders 
combinations of constitutional, or 
factors, of which only a few are 


of behavior are caused by complex 
ganic, cultural and individual experiential 
at present even partially analyzable. The 
herefore manifold and can be approached 
ation of interrelated causal and contingent 
briefly certain theoretical considerations as 
ral determinants that partially differentiate 
elated neuroses and psychoses. 


to the developmental and cultu 
the transitional disorders from r 


TAXONOMY OF DISORDERS OF BEHAVIOR 


Ontopsychologically, the position of the various psychoses and neuroses 
with regard to a theoretical fixation in or regression to successive phases of 
individual experience may be conceived as follows: 


If the primary solipsism of the first months of 
in or projected into later phases of personality 
ure is that of an autistic “schizophrenia” even 
l expression or other behavior consists of a 


filigree of quasi-communications and distorted interpersonal reactions 
derived from later experiences. 


Narcissistic Rebellion. 
neglect or overindulgence, 
omnipotence until these are 
cation, persistent, 
unmodified by experi 
sociopathic behavior. 


If the child, either through later familial 
is permitted to retain its primary delusions of 
challenged too late in life for effective modifi- 
uncomprising self-assertion and intransigence, 
ence, will result in a lifetime of obstinate, defiant or 
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Ambivalent Compliance. In contrast, if harsh discipline is instituted 
too early, as in overstringent weaning (oral) or bowel (anal) training, the 
child will perforce learn external compliance, but later (a) may fear many 
situations in which it again feels its security symbolically endangered, or (b) 
in covert rebellion, make a travesty of conformity by carrying the latter to 
absurdly phobic-compulsive lengths of meticulousness and invariant ritual, 
(c) use these travesties of conduct as a mode of revenge against the very 
disciplines with which they seem to comply, (d) again fear reprisals for such 
covert aggressions, thus generating new anxieties which (e) require more 
obsessive-compulsive defenses, accompanied by new hatreds and aggressive 
overreactions, thus completing the vicious cycle. Because of such sequences, 
most such patterns are progressive and exceedingly difficult to treat. It is 
this form of neurotic aberration with which we shall deal particularly in 
this chapter. 

Socialized Dysfunctions. For the sake of completeness, we may here 
place the more severe anxiety-depressive-schizoid states and their various 
accompanying neuromuscular (‘‘hysterical’’), internal organic (*“psy- 
chophysiologic”) and serious personal, sexual, and social dysfunctions. 

These five spheres of conflict correspond roughly to what in 
psychoanalytic terminology would be called respectively (1) narcissistic, (2) 
oral dependent, (3) oral aggressive, (4) anal and (5) regressions from 
Oedipal phrases of libidinal development. However, the correspondence is 
only partial and the reactive character formations described above, though 
of broad import, are not to be taken as etiologically specific or mutually 


exclusive. 


CULTURAL DETERMINANTS 


d not only faces the considerable task 


In its formative experiences the chil D 
rse but also must interact 


of adjusting to the demands of the physical unive 
with its parents and nurses, and later with its teachers, colleagues, em- 


ployers and other mentors, each of whom is a different bearer of his cul- 
ture. We must therefore understand all behavior both in its physical and 
socio-cultural setting, for it is a striking and valid aphorism tirat PE 
hardly a form of conduct regarded as deviant in one society that would be 


considered not only “normal” but even commendable in another. ; 
In our culture, we have developed codes of professed mores ani 


prescribed action quite as rigid as those of “primitive” societies (Roheim, 
Mead), and yet on the whole less effective in endowing us with adequate se- 
curities; to paraphrase Thoreau—life for many is still “a quiet 


desperation.” 
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The solution of this dilemma Sought by many is often a patterning of 
thought, word and deed sterile or rigid enough to conceal conflicts of moti- 


hold our eating utensils, what to learn and what to believe, how to express 
our thoughts within a rigid usage of language, form an 
feelings by prescribed mimetics (A, Scheflen), 
details of our existence (see Case 7). If we deviat 
the extent of daring to go nude when alone in a 


and so on to the minute 
€ from this routine even to 
n isolated backwoods cabin 


Puberty—obsessive-compulsive behavior be 
insistent. Thus, it i 


meticulously only on alternate cracks in the si 
currently prescribed “informal” 


Solved. So, too, i 


Psychotic Symptomatology with organic etio- 
2 hypoglycemia (DMS II 294.0). 
-old housewife entered the clinics with the 
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duty of a Greek mother to ensure that her family would be in no danger of starva- 
tion. However, when her concerns became irrational, the family brought her for psy- 
chiatric care without the intermediation of a medical consultation. 

The patient was admitted to the hospital, where further inquiry revealed that 
she also suffered from recurrent temporoparietal headaches, hypersomnia until late 
morning hours, diminution of initiative and energy, and attacks of sudden 
weakness, chills, sweating, palpitation and clouding of consciousness with partial 
disorientations for time and place. The first of these attacks had occurred six 
months previously and had been accompanied by a vague impression of a voice 
saying, “You are going insane.” Four similar episodes, the last with agitation and 
screaming, had recurred at about monthly intervals, each after later morning 
awakening and before the patient had taken food. The intervals between the first 
three attacks had been relatively free of symptoms, but in the three months pre- 
ceding admission the patient had become forgetful, slovenly, irritable, hyperemo- 
tional and increasingly subject to prolonged periods of lethargy and weakness. Six 
weeks before admission, in one of her sudden faints, the patient had fallen 
downstairs. On awakening soon after the fall, she developed first a spastic right 
hemiplegia, then a flaccid paralysis of the right leg, then complete aphonia. Within 
three hours she again became unconscious. A local physician diagnosed a “stroke,” 
but since the patient awoke late the following morning completely free of 
symptoms, this diagnosis was changed to “hysterical paralysis.” 

Past History. The patient, a Greek immigrant at the age of fourteen, had been 
raised in an unstable familial and economic ¢nvironment, and her education and 
cultural development had been limited. Several informants characterized her as 
having always been stubborn, impulsive, volatile and subject to severe temper 
tantrums when crossed. Her marital life had been stormy, and so frequently 
punctuated by episodes of pouting, silence or physical complaints that her husband 


had been sure that her present illness, too, was “just nerves.” 
ell developed, apparently well 


Status on Admission. The patient was a bs) ; L 
nourished woman, whose only abnormal physical findings were dental caries, pyor- 
thea and a mild papular rash which cleared wh 
containing patent medicine was discontinued. There w: 


equal accentuation of the deep tendon reflexes, but no residual neurologic signs of 
thetic, drowsy and noncommunicative, 


hemiplegia. The patient was generally ap cati 
defects in memory, grasp, flexibility, 


especially in the morning, with obvious pility 
imagery and capacity for abstraction. A Binet test done two days after the patient's 


admission scored an 1.Q. of 62. 4 X k y 
Laboratory Studies. Despite the fact that the referral diagnosis of “hysteria 
seemed partially confirmed by the patient's neurotic personality ver RUE 
ibility of 2 d i a t hypoglycemia. 
matology suggested the possibility of a cerebral lesion or a recurren 
et i i howed normal findings, and the basal 


Studies of the spinal fluid and visual fields sh IS s 
metabolic rate was reported as minus 6. In view of the possibility of a pituitary or 
hypothalamic lesion producing the Temple Fay type of automatic epilepsy, as 
described, the patient's ranges of blood pressure and temperature were observed 
closely, but no significant deviations in the diurnal pattern were found. For the 
same reason, x-ray studies were made on the sella turcica, but these showed normal 


en the patient’s intake of a bromide- 
as a moderate, bilaterally 
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dimensions, and no evidence of corrosion of the clinoids or pituitary fossa was 
found. Pneumoencephalography indicated some diffuse cortical atrophy, but an 
excess of air may have been injected. The electroencephalogram showed 
considerable irregularity and arrhythmicity, some diminution in the normal fre- 
quency of alpha waves (8 to 12 per second) and an occasional delta wave (1/2 to 2 


Per second) over the frontal regions, but these findings were not definitely abnormal 
and could not be focalized. 


Studies of the patient’s blood che 
CO», proteins, cholesterol, nonprotein 
normal limits, but the dextrose co 


» Pounding pulse, ataxia and was disoriented and 
Occasion, intravenous saline had no effect, and 
» conversely, an intramuscular injection of 1 cc 
Matic—though in this case less persistent—an 
ion as had the intravenous administration of 
Foetgenologic study of the gastrointestinal tract revealed an 
y duodenal bulb and thus completed the indica- 
exploration on the Presumptive diagnosis of a pancreatic ade- 


a purely “psychogenic” basis, al- 
es not fall below 50 mg per 100 cc. 


iX 
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Romano and Coon have summarized other literature on the subject, and 
reported observations of their own. The case history cited here, however, 
illustrates fairly well the necessity of a sound medical orientation in dealing 
with all problems of behavior. Certainly, had all the patient’s neurotic or 
psychotic aberrations been too readily dismissed as “merely functional” — 
an exasperatingly tautologic term—very serious errors in diagnosis and 
therapy would have been made. Nevertheless, even after the organic distur- 
bances had been partially corrected by the surgical means employed, 
therapy was still necessary for the patient’s other reactions to her illness. 
Significantly, despite her culturally ingrained responsibilities as a Greek 
mother (G. Vassilou), her fears of straining her family and the need for 
their protective presence diminished rapidly with the subsidence of the epi- 
sodes of hypoglycemia, the imminence of which, through some unknown 
inner perception, the patient had apparently sensed. However, her 
tendencies to escape into imagery and her regressive infantisms proved, as 
might be expected, more refractory to therapy, especially as handicapped 
by her limited intellectual and general adaptive capacities. Fortunately, suf- 
ficient superficial reeducation could be accomplished during her stay in the 
hospital that, with her organic stresses removed and the expectations of her 
family lessened, she could be returned to the care of a competent family 
physician, under whose informed guidance she was able to make favorable 


progress. 


PSYCHOTIC TRANSITIONS 


As we have seen, a compulsive act is one performed in obedience to an 
obsession or phobia on pain of anxiety should the act be omitted. The 
patient recognizes his acts as abnormal, but professes to be unable to resist 
them. However, they may become so persistent and bizarre as to reach psy- 


chotic levels, as illustrated in the following case: 


CASE 39. Severe obsessive-compulsive reactions with schizophrenic resolution. A 
28-year-old girl was admitted with the complaints that (a) she could not get rid of 


Persistent ideas that she “*must not eat,” was “going insane” or was “turning mg 3 
dog,” (b) that she had become unreasonably afraid of children and small animals, 
and (c) that she had developed various peculiar “habits,” such a scrubbing er 
mouth out so often that the tissues were raw and bleeding, picking at her hair until 
she was almost bald and, more lately. holding onto a table and kicking both legs 
backwards, It was at first quite difficult to secure a coherent psychiatric anamnesis 
from any informant, but as reconstructed from all available sources, the 
development of the patient’s disorder could be traced in the context of her life his- 


tory approximately as follows: 
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The patient was one of four sisters, who (so they stated) had been greatly at- 
tached to each other in early life because of their mutual 
a person who, according to them, existed only to serve her children. The patient had 
done poorly in her studies, but had managed to get through high school because of 
her conscientious attendance, her reliability in Performing minor tasks and her 
generally punctilious correctness and politeness in relation to her superiors. 
However, these characteristics had made her less than popular with her school- 
mates, and she formed almost no social contacts outside the family circle. Unfortu- 
nately, too, the patient’s mother died soon after the Patient graduated from high 
school, and the father, who had long considered himself unwanted by any of the 
women in his house, Promptly remarried and moved away. 

The patient, after months of deep mourning for the mother, transferred all her 
dependence to the eldest sister, an intelligent, capable but unstable girl, and went to 


live in the latter's apartment. The sister, however, in overreaction to her previously 
strict compliance with maternal discipline, began to have affairs with various men, 
So that the patient once 


devotion to their mother 


eir marriage, but was soon 
ack of personal warmth and her unend- 
irivialities of household detail. Moreover, although the 
patient spent much care an 


d effort in feeding, dressing and training their daughter 
“properly,” the husband sensed th 


at the strict routines and increasingly severe dis- 
cipline imposed on the girl were expressions of the Patient's repressed hostilities 
toward both him and 


ive-compulsive patterns 
openly charged with aggressivity: 
s cycle by seeking interpersonal 
On one occasion when the patient 
“unfaithfulness,” she reacted with 
peculiarly depersonalized “ocular 


of preparation for intercourse more and more 


e husband completed the viciou 
al relationships extramaritally, 
ble evidence of his 
ty, followed by “a 
her child, her husband, 


oe ll (micropsia), as though displaced into the far distance. She 
as taken to an ophthalmologist who could find no signs of ocular 
the family that Such sy 


ccurred as the “first signs of a brain 
a complete neurologic examination. The 


alone with children or animals appeared, al- 
e evident until later. 
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; Preliminary Adaptations. The progress of the patients neurosis was halted for 
a time by another development. She became exceedingly religious, and found great 
surcease in the rites and ritual of her Church, especially in long confessionals in 
which she pleaded for and received forgiveness for “evil thoughts about my dear 
ones.“ During this interval she also sought to reestablish feelings of intimacy with 
her sisters, especially the eldest, with whom she tried to spend hours talking about 
irtues of their mother. Nevertheless, after several months 


the fondly remembered v 
and sister tired of her excessive de- 


these comforts also failed (partly because priest 
mands), and from then on her deterioration was rapid. She developed a habit of 
kneeling repeatedly at home as though in silent prayer, yet instead of worshipful or 
beseeching thoughts or words she mumbled vague, stereotyped formulas of doubt 
and reproach, Finally, various other compulsions, such as continued douching, 
mouthwashing, picking at her hair (trichotillomania) and backward kicking, ap- 
Peared in rapid succession and occasioned the patient's admission to the Clinics. 
Mental Status. The patient presented a difficult custodial problem, since she 
refused to rest or sleep adequately and spent much of her time plying nurses, 
interns, other patients or even their visitors with the stock question: “Why do you 
think I can't have the right thoughts about Mr. —(her husband) and Ann (her 
daughter)?” Each time the patient did so she would promptly apologize profusely 
and then repeat the question. She ate sparsely and only with much urging because 
of the insistent idea that food would cause her hair to grow “like animals” and that 
eventually she “might turn into a dog.” Similarly, any attempt to feed her by tube, 
keep her from pulling her hair out or to confine her compulsive movements by the 
use of a cold pack or a continuous bath promptly induced such wild and pathetic 
anxiety that these procedures had to be discontinued. To give her some measure of 
rest, therefore, she was kept under Sodjum Amytal narcosis for several days and 
fed, conversed with, and given whatever reassurances seemed indicated while semi- 


Conscious. 

It was during this period that the 
tionships of her phobias, obsessions and comp 
recollected that when, during one of their quarrels. 
exasperated and called her “a bitch,” this had preci i pesanan ; 
the following: She admitted to herself that she was “like a bitch.” since, in her 
sexual deprivation, she had wanted to become as promiscuous as she had been 
before her marriage. Since this was “dirty” and “like an animal, she mag fel im- 
pelled to keep herself physically clean by continuous washing. is prin an ir; 
restible impulse to kick her legs out backward “like a bitch chasing away logs a 
compulsion which, incidentally. made her husband regret his nel eaten te 
she had felt impelled to tear the hair of her head and body cubby t R roots so t i 
she “would look as little like an animal as possible. While recounting suc 
fantasies the patient would often berate herself “for making so much trouble for my 
good, good husband and my sweet little girl” but at the eke she would ba 
consciously reveal her covert gratification 1n such thoughts by m aes a 
facial expressions and by the interminable detail in which s 3 persiste in 
describing, one by one. the supposed sufferings she had caused her sister, husband 
and child. Almost invariably, too. she would end this account by deploring her in 


patient revealed some of the interrela- 
ulsive acts. For instance, she 
her husband had finally become 
pitated specific fantasies such as 
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exorable fate, “PIL be put away to a mental hospital,“ and yet even here it was 
evident that, while this meant to the Patient some punishment by deprivation and 
confinement, it also meant an intensely desired escape into a fantasied haven of 
regressive irresponsibility and dependence. 

Course. Because of the patient's uncontrollable conduct it was found im- 
possible to keep her in the general hospital and, with her family’s ready consent, she 


behavior abated and at the end of several weeks she fitted in so well with the routine 
to parole her home. Her symptoms, however, 
reappeared in their original severity almost Overnight, and within two days she also 
became definitely hallucinatory and delusional; e.g., she saw and heard animal-like 
figures who threatened her Sexually, she felt herself “turning into a dog from the 
waist down,” etc. On her Teturn to the state institution she was given eighteen 
electroshock convulsive treatments which were eventually successful in controlling 
her acutely psychotic behavior, but the Patient became so slovenly, amnestic, 


lacking in initiative and mentally defective that Permanent custodial care eventually 
became necessary, 


ies and Susceptibilities dated from her early 
not suggested the Presence of a “brain 
sed the specific term “bitch,” would the 
urosis have been different? In general, the latter 


tumor,” or if the husband had not u 
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exacerbation by careless or alarming comment, inadequate handling of the 
transference, or other errors of psychiatric insight and technique. 

Therapy. It is also apparent that by the time the patient was admitted 
to the Clinics her behavior had become quite rigidly channelized and, 
despite her verbal “insight,” not easily amenable to the usual forms of 
Short-term therapy. There was little choice but to permit her to regress into 
a routine, protected institutional life in which, as her anxieties diminished 
and opportunity permitted, consistent attempts could be made to make less 
necessary her obsessive-compulsive and fantastic defenses and to recultivate 
other realistic adaptations. Unfortunately, she was discharged from the 
state hospital before these readaptations could become stabilized. When her 
conflicts were reactivated at home, she therefore experienced so great a 
return of anxiety that all her former patterns were reprecipitated and, in 
addition, an acute schizophrenic reaction developed. These were in some 
degree disintegrated by the effects of shock therapy, but the net apparent 
gain was only to simplify in some measure the patient’s permanent cus- 


todial care. 


ation of hysterical, phobic and com- 


A case illustrating a rich combin 
n to depressive and schizophrenic be- 


Pulsive symptoms, again with transitio 
havior, is the following: 
isorders with schizophrenic channeliza- 


CASE 40. Psychophysiologic and affective di jhr 
tion. An 18-year-old girl was referred from the otolaryngology clinic because no or- 


ganic reason could be found for her complaint of a constantly “dry and gravelly” 
throat which had made it impossible for her to swallow solid food during the pre- 
ceding two months. The physical findings were completely normal except for a mild 


degree of undernourishment and secondary anemia f 

On inquiry, the patient readily confided that she had many other physical com- 
plaints, such as blurred vision, “bad stomach,” insomnia and general muscular 
weakness. But her nonphysical ones concerned her even more: an abhorrence of 
8asoline-like odors, “which make my heart jump and I feel scared and like 
fainting,” a fear of storms and of enclosed spaces, marked anxiety in heterosexual 
company, a conviction that she must never marry because “my children will be like 
me,” and a growing melancholy with feelings of unworthiness, hopelessness and sui- 
cidal preoccupation. The patient was hospitalized and the following additional his- 


tory obtained: 

She remembered her early child 
between her violently quarreling pare: 
her father, and her recollections of hi 


hood mainly in terms of frequent “storms” 
nts. The patient herself was highly partial to 
m were tinged with an aura of dependency— 


“a Jewish daughter always honors her father,” and later, of almost overt erotism. 


She remembered that when she was 8, she had suffered an attack of Vincent's angina 
the cost of the family’s savings, her 


with persistent sore throats for which, at e 
father—a house painter of limited means—had taken her directly to a famous and 
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expensive clinic. Moreover, she could clearly recall the pleasure she oe 
“scrubbing dad’s back with gasoline to remove the paint caked on it,” while s 
i i bath. 

PE tl time of her menarche an episode occurred which, while probably 
retrospectively embroidered in her current fantasies, seemed to indicate 
schizophrenic tendencies were already well established and needed only relative y 
minor toxic and symbolic stimuli to find direct expression. The circumstances were 
these: One day the patient, after “accidentally” spilling some paint on herself, de- 
cided that she, too, needed to clean herself with gasoline, and actually bathed in 
about a gallon of the fluid. She became confused, extremely frightened, ran into the 
street nude and there saw a vision of a patriarchal God, with features like her 
father, coming to crown her Queen of the Universe and commanding her to call 
“all women for judgment.” Her acute fears abated within a few hours, but she 
entered into a mute fugue-like state from which she could not be aroused for two 
days. No further hallucinatory episodes occurred, but she developed a series of 
compulsions, among them a desire “to touch everyone gently so that they would 
know that I really don’t want to slap them.” 

Despite such deviant behav 
several months in a bakery bef 
circumstances for which were 


ior, she managed to complete high school and work 
ore the onset of her present illness, the precipitating 
these: Six months before her admission to the Clinics 
she had found a condom in her father's Pocket, together with other evidence that he 
was conducting an extramarital liaison. Inasmuch as (with little justification in 
reality) she had until then preferred to ri 
Preciated saint, 

sionment, during 
world, she, too, 
Significantly, A 
bakery, an el about resisting her naively 
was completely unsuccessful; her 
failing vaginal entry, suggested mutual 
še suggestions the patient, who had been in a semi- 
state of dreamlike depersonalization from 
yer, himself almost in panic, had brought 
“had begun acting crazy and then fainted. 

f roused” her with an inescapably strong whiff of 
ammonia. After this the patient complained only that she had suddenly gotten 
“very sick” and that now her vision was blurred, that she could not open her mouth 
and felt very faint and weak. These symptoms gradually improved under a regimen 
Njections of vitamins administered daily with ut- 
n, but the “dry throat” and dysphagia persisted, and it 
t she was referred to the Clinics. 

The patient demande 
he senior attending p 


of bed rest, “nerve tonics” and i 
most gravity by her physicia 
was for these complaints tha 

Course under Therapy. 
the ward, Particularly from t 
mon at odd hours “‘to tell hi 


d almost continuous attention on 
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wanderings, her profusion of fantasy and her avid preemption of time and interest. 
Despite this garrulity she presented a picture closer to the usual conception of a 
depression: melancholic facies, prolonged, apparently unprovoked crying spells, 
slow movements and the somatic accompaniments of anorexia, constipation and 
oligomenorrhea. Initial therapy consisted of sedation, prolonged warm baths, high 
caloric feeding and frequent interviews directed mainly toward measured ex- 
ploration, catharses and a growing security in the transference relationship. In these 
interviews, astonishingly frank “insights” appeared spontaneously; for instance, the 
patient equated her “fear of storms” with anxiety over parental quarrels and her 
claustrophobia with recollections of being confined in the bathroom with her nude 
father. Similarly, she associated her dsyphagia directly with a “horrible impulse” 
she had experienced “to bite Mr. — —*s (her employer's) penis off when he had 
Suggested fellatio. Within two weeks the patient showed considerable improvement 
in mood and self-control; concurrently her appetite returned, she ate solid food (al- 
though, significantly, she avoided meat), her vision cleared, she slept better and 
regained a fair amount of energy and initiative. Arrangements were then begun, 
with some help from the family, for whatever extramural readjustments might 
prove possible, and the patient was led to plan for a change of job, enrollment in 
Properly supervised and nonthreatening social activities at her local synagogue and 
its attached clubs and attention to adequate diet and personal hygiene. Alter two 
weeks of further improvement the patient, though still covertly obsessional on 
topics of sex, was free of physical complaints. Since there seemed to be no purpose 
in further hospitalization at the time, she was discharged—although, for reasons 


that will be discussed, with a poor prognosis. Re Pat te À 
Our pessimism in this respect at first appeared unjustified, since the patient for 
a time seemed to adapt better in her familial relationships, worked steadily as a 
filing clerk in a small office and even cultivated a limited number of friends and 
social outlets under the gentle guidance of an elderly rabbi whom, of course, the 
patient immediately venerated as a new embodiment of all virtue. However, a year 
after her discharge another and this time apparently quite minor sexual temptation 
precipitated a return of visual and gastric disturbances, and a mild fugue-like state. 
Unfortunately, the patient was not returned to the Clinics, but instead was Sk to 
a nonmedical self-styled “hypno-analyst,” who treated her by daily re s 
association” under hypnosis. Within two weeks the patient was active y ha meine 
and delusional; she was convinced she had killed her father, whom she now saw as 
the Avenging Angel, and felt her «jnsides running out of her vagina. The ee 
was committed to a state hospital and six months later, during a parole perio at 
home, committed suicide. 
t schizoid manifestation was 
and depressive reaction pat- 


|, phobic eacti t 
at represented the patient’s mani- 


Comment. It may be noted that the earlies 


related to a wide variety of hysterica 


terns that develo ly and th 
ped concurrently a 5 4 
fold initial evasions of her incestuous and other conflicts. One other point 


deserves emphasis: The very frankness of the patient's “insights” during 


her hospitalization was of adverse prognostic import, since it indicated a 
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serious loss of repression, of integrative capacity and of contact with per- 
sonal and social realities. The primary purpose of therapy, therefore, was 
to build up adaptations to reality by every means of transference and social 
guidance that could be mustered, and this therapy was for a limited time 
partially successful. Unfortunately, the Opposite pseudo-“‘analytic”” course 
was taken by an unqualified practitioner, with the result noted. 


Fugue States 


One aspect of the case just described raises the clinical problem of 
fugue reactions. These states are characterised by periods of automatic 
activity lasting from a few minutes to several years, during which the 
patient may be purportedly amnesic for his Previous identity and 
experiences, partially disoriented and unaware of the nature of his acts.* 
Such states are therefore of forensic importance, especially since they are 
directly relevant to the so-called M’Naghten rule which still, despite the 
combined efforts af the American Psychiatric Association and many legal 
authorities, furnishes a Precedent in English law for judicial procedure in 
most of our states. The rule derives its name from a paranoid Scotsman 
who, in 1843, attempted to shoot Prime Minister Robert Peel but killed the 
latter’s secretary instead. After M’Naghten was acquitted on the grounds 
of “unsoundness of mind,” the House of Lords canvassed the leading jur- 
ists and medical specialists of Britain and formulated the Rule that “every 
man is presumed sane and to Possess a sufficient degree of reason to be 
responsible for his crimes—except when it can be proved that at the time of 


his crime he did not know the nature of quality of the act he was doing; or, 
if he did know it, that he wa 


Fugue states are claim 


testimony, “justice” is apt 


e directly by the respective 
eloquence and legal dexterity of the o 


pposing attorneys versus the current 


speechless. 
Brutus: ‘Tis very like: he hath the falling sickness. 
Casca: ... When he came to 


amiss, he desired their worships to 
Act I; Sc. 2. 
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EE T consciousness Or “irresistible impulses” give rise to dif- 
TARE Pa As paz have seen, terming his actions under such circum- 
ee eae gee clarifies the issue only to the extent that the be- 
NREN ke s regarded as released from fully conscious control, possibly as 
ERRE, oe dysfunctions, demonstrable by electroencephalography, 
eae ose in delerium (Engel, 1950). In view of this it becomes a 
10 philosophic and cultural-criminologic rather than a medical question 
er asp where in the continuum of the progressive disorganization of be- 
MOE intent and personal responsibility” cease. From a purely psy- 
wi standpoint, the situation is even more complicated by the difficulty 
S SE exactly the factors of “physiologic” release and “conscious” 
a oaa components (each of them in itself dynamically complex 
eterminate in range) that influence any particular pattern of be- 


havior. A case in point is the following: 
CASE al; Psychophysiologic nervous system reaction; fugue states complicating 
epilepsy (DSM II 309.4). An 8-year-old boy of good intelligence suffered a severe 
a concussion which caused a gradually lightening stupor for 24 hours, and 
aches, slight vertigo, mild diplopia and transient amnesia for several days. All 
symptoms then cleared, except for slightly increased touchiness and instability of 
temper. Two years later, however, while playing a strenuous game of football, he 
suddenly stopped in the middle of the field, removed his trousers, began to defecate 
in public and fought furiously when attempts were made to restrain him. Later he 
walked off the field and came home, where he “awoke” without any memory of the 
Preceding two hours. Several days after this, during a recitation at school, rendered 
difficult by the sorto voce jeers of his classmates. his first major epileptic attack oc- 
Curred, beginning with a “feeling like | was taller than three people” —an aura that 
lasted several seconds before unconsciousness Set in. Witnesses then described tonic 
Spasms for about 6 seconds. followed by clonic movements, tongue-biting, urinary 
incontinence and stertorous breathing for 30 seconds oF SO, then a period of 
stuporous resistance and blind struggling, from which the patient “awoke” some 15 
minutes later confused and exhausted. 
h The seizure was correctly diagnosed a: 
z enobarbital medication. However, the a 
mained fixed in pattern, with the addition tha 


o | ; 4 ; 
ut the name of his dead mother just before losing consc! i 3 
After several months nonconvulsive disturbances of behavior again began to 


appear, in most of which the patient would become quarrelsome or even violently 
abusive and aggressive for several minutes, then claim either complete amnesia or 


Only a hazy memory for the occurrence. About a year later the first prolonged 
dering through a department store In the pre- 


f 

mee occurred: the patient while wan t : ; 
hristmas season, began to pick up articles of clothing off the various counters with 

such apparent assurance and nonchalance that the busy clerks thought he was an 

employee and did not challenge him. However when he proceeded to walk out of 


he patient was placed on 
at weekly intervals, and 
ariably called 


s epilepsy and t 
ttacks recurred 
t the patient almost inv: 
ousness. 


120 SYNDROMES AND MODES OF THERAPY 


the store with his unwrapped booty he was arrested and brought to the manager's 
office. Here he “awoke,” and again denied any memory of his actions. The 
manager, fortunately, considered the boy’s claims substantiated by the bizarre tech- 
nique of his shoplifting, dropped the charges and sent the boy home. Subsequent 
fugue states involved disoriented wanderings, from which the boy would wake miles 
from home, violent outbreaks of temper, vague erotic adv 
and, on some occasions, aimless though pu 
arrests. On the last occasion the boy 
condition that he receive psychiatric 
University Hospital. 


ances to his stepmother 
blic exhibitionism, sometimes leading to 
was discharged from police custody only on 
care, and for this reason was brought to the 


tion. The patient was an intelligent (1.Q. 127), well man- 
cooperative and anxious to please. He readily gave a psy- 
Sgested some of the motivations of his disinhibited be- 
s. The pertinent facts may be summarized as follows: His 
d his father within a few months married a 
a daughter by a previous marriage. The step- 
+ with her daughter very much the favorite; in 


nered, likeable youngster, 
chiatric history which su 
havior during fugue state: 


“forgetting spell” at exactly the same 
the patient r 
had wished pathetically for the clothes 
€ guilty erotic coloring of some of his 
ipitated by more or less deliberate at- 
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changes typical of psychomotor epileptic states, i.e., high frequency, high voltage 
left temporal dysrhythmias. On one occasion, a fugue state was also observed; the 
Patient, while talking with an intern, suddenly stared fixedly at the door, uttered the 
name of his mother, walked into the room of an elderly woman patient and, though 
fully clothed, attempted to get in bed with her. When prevented from doing so, 
however, he was easily led back to his room, where, without a word of explanation, 
he went to sleep. An hour later he woke and denied any memory of his actions. 
Nevertheless, when the topic was approached more gently and indirectly in a sub- 
Sequent interview, the patient remembered that while he was being questioned about 
his early life by the intern he had experienced a sudden compelling desire to “find 
mother,” and had gone in a dream-like fashion to the next room, where he half- 
hoped and half-thought his mother would be. Finally, in this same interview the 
vaguely remembered some of the details of other 
fugue sequences, which suggested that the amnesia for these scenes was less a 
function of loss of consciousness during their occurrence than an almost complete 
repression of the symbolically aggressive or incestuous nature of his conduct. s 

Course. The patient's grand mal attacks were greatly diminished in severity 
and frequency over a period of two months by adequate phenobarbital (0.03 gm 
three times a day) and Dilantin (0.03 gm daily) medication, supplemented by a low 
fluid, low carbohydrate diet. In addition, arrangements were worked out for the 
Patient to live with an uncle in a Chicago suburb, where he would earn his way and 
apply his considerable mechanical talents by helping in the uncle's radio shop. The 
boy improved rapidly in his new environment. His fugue states were reduced to mo- 
Mentary absences with almost no automatisms or residua, and he became much 
More cheerful, energetic and socially adaptable. rey ae Bes 

A follow-up os years later showed that, despite his ag ig Aas 
continued to have a grand mal attack every four to thirteen Weeks, ees o f ie 
Prevented him from completing an extension course 1n electronics and oS g 
uncle as a partner in his business. He reported himself “about as hiapny"as X E 
a guy with fits that nobody can really stop can be. But life isnt so ougneas ens 
to be, and I really think I can get along now.” 


Patient, under sympathetic urging, 


patient escaped serious difficulties with 
osure only by relatively good 
d for these offenses, it would 
he plea that they were uncon- 


Comment. As can be seen, this 
the police over thievery and indecent exp 
fortune; obviously also, if he had been trie! 


have been diffi is actions on t 
ifficult to defend his actions : : cea cteal Hehavior. 
trollable “epileptic equivalents” rather than episodes of hysterical behavior, 


toward which the law would show considerably less eee ee PA 
absolute differentiations be made on the basis of his a eect a 
in all probability, antiepileptic medication and pi F 
contributed indistinguishably to his improvement In bol ‘se sre 
The case illustrates several points, among foes: e ina a 4 
oversimplified nosologic systems. the multiplicity of po R R pi 
and adaptive—that enter into any single pattern, vedi ni es a 
eclectic, medical, psychiatric and social therapy and, incidentally. the 
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most insuperable difficulties that face forensic psychiatry in attempting to 


reconcile the complex biodymanic determinants of behavior with a 
primitive system of legal judgment. 
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Chapter 8 


PSYCHOTIC DISORDERS (DSM II 290-299) 


DEFINITIONS 


In the first edition of the Diagnostic and Statistical Manual of the 
American Psychiatric Association (DSM 1), psychotic disorders were de- 
fined as “characterized by a varying degree of personality disintegration 
and failure to test and evaluate correctly external reality in various 
spheres . . . individuals with such disorders fail in their ability to relate 
themselves effectively to other people or to their work.” DSM II then ad- 
ded to our nosologic perplexity by stating, “To reduce confusion [sic], 
when ...a psychosis is diagnosed in a patient who is not psychotic, the 
qualifying phrase not psychotic should be . . . coded .x6 with a fifth digit.” 
Obviously it becomes necessary to dispel some of the circularity and con- 
Sequent ambiguity of such “definitions” by parsing their principal terms as 
follows: 

“Personality” is obviously a highly generalized expression with con- 
Notations ranging from the exterior and deceptive facade one wears for 
Social purposes (Latin, persona = a mask) to the configurations of basic 
Patterns of talents, motivations and adaptations that ‘integrate’ one’s 
unique character (Allport). These concepts, however, must be further 
Modified in accordance with the fact that the “patterns” of personality are 
Continuously changing with growth and new experience, that they never be- 
Some sufficiently “integrated (a term borrowed from mathematics, to 
which it should long ago have been returned) to permit specific psychologic 

esignations, and that in any case no two observers at any given moment 
ever evaluate another's “personality” in quite the same way or at different 
moments. Corollary to this is the consideration that even if the observers 
seem to approach verbal agreement, the terms used in their conjoint 
descriptions of any “personality” (e.g., arrogant, introspective, dependent, 
obsessional, Psychopathic) retain a wide range of meanings, values and 
Contingencies for those who use, read or hear them. Through such semantic 
vicissitudes, the term “personality” eventually becomes somewhat less 
Specific than “entelechy,” “spirit”, “soul” or similar archaic abstractions 
designed to obscure voids of knowledge and thought. 
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“External reality,” of course, presents another problem of definition 
that has preoccupied scientists, philosophers and theologicans for centuries 
and can hardly be solved by a casual clause in a diagnostic manual. It 
remains impossible to answer the disconcerting question as to exactly when 
poetic dreams or inspiring visions become reprehensible hallucinations, or 
when irrational but comforting faiths and beliefs necessary to friendly 
living become socially disturbing delusions that may lead to social conflicts 
and disruptions. 

Interpersonal relationship is another key concept in the definition, but 
one which begs the all-important issue as to who shall judge whatever 
absolute values are to be attached to social roles and to personal 
creativities. When Peter the Hermit preached the First Crusade, was he a 
divinely inspired prophet sent to redeem the sacred shrines of Christendom 
(as was believed by a continent of “perfectly sane” Christians), or was he a , 
deluded and demon-ridden fanatic who instigated the slaughter of whole 
populations of innocent victims—as was firmly held by millions of ‘‘per- 
fectly sane” Moslems? Did Gaugin, after he deserted his family and social 
responsibilities, become a parasitic sociopath, or did he escape such con- 
demnation by being a master of painted color and form? Was William 
Blake, with his ecstasies and visions, a genius or a madman? Were 
Alexander, Tamerlane, Napoleon and Hitler patriotically dedicated 
Supermen or apocalyptic megalomaniacs? Replies to such questions, ob- 
viously, will depend on the personal interests and derived preferences of the 
observer and on the time and circumstances in which he renders judgment, 

Once again, then, “psychoneuroses,” “personality disorders” and 
“psychoses” are neither diseases nor psychiatric entities. Such terms 
merely connote patterns of individual conduct unsuitable to the milieu, but 
how long and how seriously deviant depends in lar 
and variable historical and social factors. True, 
(DSM II 310-315) and intercurrent disease of the 
parts of the body may further impair a 
terpret and manipulate his surroundings, but these and the remaining cate- 
gories of “acute or chronic brain syndromes” and “autonomi 
disorders” as listed in official classifications are 
actual dysfunctions they produce than the m 
‘‘neuroses™ (DSM II 300), 
“psychoses” (290-299). 


ge part on contingent 
“mental retardation” 
brain (290-294) or other 
person's ability to perceive, in- 


c and visceral 
no more specific as to the 


ore general categories of 


“personality disorders” (30] 304) or 


Need for Nosology 


Should, then, all attempt at the delimitation and classification of be- 
havior disorders be abandoned? The question is a vexatious one, inasmuch 
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an 


as man has always tried to soften the impact of his complex and onrushing 
universe by channeling it through filing systems of his own devising, espe- 
cially with regard to his own behavior. Simple, all-embarcing classifica- 
tions, however meretricious, have therefore always been popular in and out 
of scientific circles, and will probably continue so to be. A brief historical 
review will illustrate the point. 

Plato considered all deviations in behavior ascribable either to imbe- 
cility or to madness. The latter was caused by an excessive pursuit of pain 
or pleasure on the part of illbred persons, from which it followed that the 
ideal Republic should regulate breeding in every sense of the word. 

Hippocrates taught that, depending on the balance of their internal 
“humors,” people were melancholic, choleric, phlegmatic or sanguine in 
various degrees—characterizations in common use today. Aretaeus, some 
sixteen centuries before Kraepelin, described cyclic mania and hypothymia, 
as well as several other forms of un-health, or insanity. Wilks, in 1674, put 
it more simply: stupidity and morosity were the only forms of disorder that 
need be distinguished. 

Then complications began. William Cullen, in the eighteenth century, 
used the term neurosis to represent the functional expression of organic 
neural disease, whereas Feuchtersleben, in 1845, regarded this disease itself 
as the neurosis, and its behavioral manifestations as a psychosis. Pinel dif- 
ferentiated degenerative (generally, organic) from nondegenerative 
(idiopathic) disorders, whereas Kahlbaum, in 1863, erected a much more 
elaborate nosology as follows: (1) the vesanias (literally wrong health), 
Causing melancholy, mania, confusion or dementia, (2) the vecordias 
(Wrongheartedness), (3) the dysphrenias (toxic states) and (4) the 
Paraphrenias, subdivided by age groups into neophrenia, hebephrenia and 
Presbyophrenia. Falret, in 1851, had described a folie circulaire, and this 
recurrent concept became stereotyped when, in 1896, Emil Kraepelin 
formulated the category of manic-depressive psychoses, in which the manic 
Phase, characterized by euphoria, flight of ideas and pressure of activity, al- 
ternates with the depressive phase, marked by melancholic moods and slug- 
8ishness of thought and action. Kraepelin likewise proposed two other 
Major Categories of psychoses, comprised of (a) the paranoias, distin- 
guished by elaborately organized systems of delusions, and (b) dementia 
praecox, which he considered to be an organic disease of puberty with 
simple (insidious), hebephrenic (rapidly disorganizing), catatonic (passive, 
Cataleptic or excited) and paranoid forms, all leading inevitably to physical 
and mental “deterioration.” In 1911, Eugen Bleuler, under the influence of 
ce and Jung, modified Kraepelin’s concepts by proposing that all types 

‘ementia praecox were characterized by a discrepancy or splitting 
(schizophrenia) between the “emotional” and the “intellectual” aspects of 
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the “psyche,” giving rise to the coexistence of ideas not apparently related 
to their concurrent motivations or affect. Accompanying such schisms were 
solipsistic symbolisms and unique forms or blockings of communication. 
These were to be distinguished from secondary symptoms, such as autism, 
motor stereotypies (including catatonia), vivid and fantastic hallucinations 
and “impenetrable” delusions. f 
Kraepelin’s nosology, filled out somewhat by Bleuler’ clinical descrip- 
tions and dynamic insights, satisfied the needs of many psychiatrists for an 
ostensibly authoritative code of diagnostic reference, and was therefore of- 
ficially adopted for “statistical use” almost everywhere, For this reason, 
few clinicians trained outside the Johns Hopkins school of psychobiology 
paid much heed to Adolf Meyer’s quiet but insistent pleas that psychia- 
trists, unlike other specialists, dealt primarily not with specific deficiencies, 
cripplings or afflictions, but with the various combinations of effective and 
ineffective ways in which patients spent their energies. Meyer proposed that 
all disorders of behavior be regarded as deviant forms of ergasia (Greek 
ergon = energy, work), with major logical subdivisions. Among these were: 


the oligergasias (oligos = few), denoting subnormal capacities, as in mental 


deficiency; the kakergasias (kakos = bad) or errant efforts, as in the 


neuroses; the thymergasias or disturbances of mood; the dysergasias or 
toxic psychoses; and the parergasias (para 


dissociation of thoughts and actions. 
terms were supplementary rather th 
protean varieties and combinations of “normal,” “neurotic,” “sociopathic” 
and “psychotic” behavior. Almost concurrently, Freud attributed the 
“actual neuroses” to sexual exhaustion and labeled the schizophrenias the 


narcissistic neuroses, incidentally inferring that the latter were not 
amenable to analytic therapy. 


However, the Kraepelinian system continued 
original form (cf. the 1942 edition of the Sta 
Diseases) until World War II, when its diagnost 
leading prognostic implications led to serious err 
all-important field of military psychiatry. In order to correct this situation, 
William Menninger and his staff at the Army Surgeon General's office 
issued a Technical Medical Bulletin (no. 203, Oct. 19th, 1945) in which a 
simpler and more workable system was made offi 
gories were recognized: 


(1) Transient personality 
(2) psychone 


= beside), indicating partial 
In the Meyerian system, all such 
an exclusive designations for the 


to be used in almost its 
ndard Nomenclature of 
ic inadequacies and mis- 
ors and confusions in the 


cial. Only five major cate- 


reactions to acute or special stress; 
urotic disorders such as dissociative (fugue), phobic, 
ic) and somatization (psychosomatic) reactions; 
and behavior disorders, such as pathologic personality 


types, alcoholism or drug addiction, and various immaturity traits; 
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(4) disorders of intelligence, either genetic or acquired; and 

(5) psychotic disorders, subdivided into schizophrenic, paranoiac, af- 
fective (including involutional melancholia) and organic. 

Further, the Bulletin provided: (1) That any combination of primary 
disorders and secondary reactions and subreactions could be listed in their 
order of importance as they occurred together in any patient, and (2) that 
in each case entries were also to be made as to (a) the type and severity of 
the symptoms, (b) the external precipitating stresses which sparked the 
clinical reactions, (c) data as to the patient's predisposition to the disorder, 
and, finally, (d) the degree of resulting incapacity, graded as none, 
minimal, moderate or marked. This more comprehensive approach to the 
vagaries of human behavior under military stress was also adopted by the 
Navy and soon proved to be so useful in combined applications to military 
and civilian psychiatry that for a time it likewise became standard practice 
in the Veterans Administration. Further emendations and additions were 
incorporated into the 1952 Revision which, for example, listed various 
“schizophrenic reactions” but eliminated schizophrenia itself as a definitive 
Psychosis. 

Many psychiatrists, however, continued to object to this; for example, 
Lauretta Bender and others insisted that “true schizophrenia [is a] specific 
disease entity, that it is a specific encephalopathy recognizable before the 
age of eleven,” and that the disease “can be diagnosed with precision by 
Pathognomonic alterations in muscle tone, sleep rhythm and motor control 
and by disturbances in self-orientation or body image.” As to psychogenic 
factors, Bender maintained that because of such deficiencies and lack of 
response to maternal care, schizophrenic children tend to be overtly or 
covertly rejected by their mothers at a time when they are abnormally vul- 
nerable to such deprivation. As a result, they react immediately by 
regression or withdrawal (autism), or with an interim stage of restless in- 
quisitiveness, activity (the “overactive” child) or false precocity which also 
Soon breaks down into frankly psychotic behavior. Bender's concepts, 
which were in part shared by Kanner, Spitz, Tietz and other child psychia- 
trists, Once again assigned to genetic factors the primary role in the 
etiology of schizophrenia, although its symptomatic expressions were 
admittedly modifiable by circumstances and experience. 

Gabriel Langfeldt of Oslo, whose views generally reflected western Eu- 
Fopean Psychiatry, likewise believed that process schizophrenia is a disease 
entity characterized by (1) adverse heredity, (2) /ysosomic (poorly in- 
tegrated) or ectomorphic (hypersensitive) constitution, (3) a ‘schizoid 
temperament,” (4) absence of psychogenic factors, and (5) t*endogenic™ 
Symptoms such as “massive dereism,” depersonalization and “inexp- 
licable” delusions which lead to inevitable ‘‘deterioration” in about 90 per 
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cent of cases despite all known treatment. Meduna distinguished from such 
cases a large group of “pseudo forms” or oneirophrenias (from Gk. oneiros 
= dream) attributable to unknown endocrine or metabolic disturbances 
which, he thought, were amenable in about 60 per cent of cases to 
electroshock therapy. Lothar Kalinowsky and Paul Hoch separated from 
this general rubric another entity they call pseudoneurotic schizophrenia, 
distinguishable (a) by severe and persistent neurotic symptoms which may 
temporarily mask pervasive, deep and easily elicited pan-anxiety, and (b) 
by a protean variability in behavior that may range from mild but f. 
idiosyncracies to bizarre acts such as the s 
out of one’s own eyes or the self- 


antastic 


followed by realistic, explicit and 
social readjustments well within t 
Diametrically opposed to t 


qually competent 
clinicians such as Bowman and Rose, 


Menninger, Rado, and more 


Protean Nature of the Psychoses 


In view of the disparities of o 
rent diagnostic categories, it seems 
whether or not there are various cl 
grouped under the rubric psychoses. 
as possible, those patterns of behavio 
with sufficient consistency over a lo 
currently liable to be diagnosed psy 


pinion as to the heuristic value of cur- 
best at present to avoid assertions as to 
inical entities sufficiently related to be 
Instead, we need only cull out, insofar 
r which, when manifested by a patient 
ng enough period of time, render him 
chotic by most psychiatrists in his im- 
mediate milieu. This approach is admittedly relativistic: however, if it is 
regarded as too vague, then the physician who thus rejects it must be pre- 
pared to specify the level (not range) of blood Pressure at which a patient 
may be diagnosed as “hypertensive,” the exact number of milligrams of 
dextrose Per liter of blood over a stated period of time that differentiates 


* or episodic hyperglycemia from “diabetes, 
a post-traumatic hairli i 


how many alveoli mu 
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comes a “bronchopneumonia” or “pneumonia.” To take the last example, 
when a sufficient number of factors is present to a sufficient degree in a 
predesignated configuration (for example of fever frequently over 100°, 
enough change in the sedimentation rate of the number of leukocytes, 
“definite” to “extreme” pulmonary mottling or consolidation as revealed 
acoustically or on x-ray examination), the diagnosis of “pneumonia” be- 
comes “manifest” —but that does not alter the fact that every code- 
terminant may be present in every degree of morbidity and in almost every 
conceivable combination with every other in a range from mild “coryza” to 
terminal “pneumonitis.” So also in the much more complex fields of total 
human behavior, it is best, in accord with modern configurational dynamic 
orientation, to dispense with monothetic, all-or-none concepts and instead 
qualify every clinical diagnosis with special etiologic, developmental, 
symptomatic, comparative and prognostic contingencies. 

An immediate point to this statement is perhaps best furnished by the 
diagnosis of “three-day schizophrenia,” familiar to military psychiatrists. 
In Kraepelin’s system this designation would have been regarded as a 
Nosologic absurdity, and yet the term was used frequently and meaningfully 
in World War II to describe a state of bizarrely hallucinated automatism 
Or pseudo-affective excitement which occurred in “previously normal” ser- 
vicemen Subjected to extreme physical or military stress. Under such cir- 
cumstances, the reactions were often clinically indistinguishable from 
Classic “catatonic stupors” or “furors™ except that with minimal care the 
Patient recovered in two or three days and could then in most cases return 
to duty—an eventuality completely at odds with traditional predictions. 
The argument was, of course, raised in some quarters that these cases were 
thereby “proved not have been true schizophrenia,” but such post hoc 
reversals of judgment could easily have been avoided by broadening the 
Initial meaning of the term, divesting it of fixed prognostic implications, 
and then studying in objective detail the primary dynamic factors which in- 
fluenced the etiology, therapy and outcome of the individual case. 


Criteria of Psychotic Reactions 


At present, therefore, the term “psychotic” may be applied to a 
Patient when his behavior is characterized by one or more of the following 
deviations: 

„First, marked and continuous deviations of affect. Various concepts of 

emotion, “affect,” and “feeling,” have been discussed previously in 
Chapter 5; here we may consider the terms to connote the degrees of par- 
ticipation in and reactions to the physical and social milieu. Thus, in the af- 
Sective disorders, unjustified but persistent euphoria is the main feature of 
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that rare disturbance called mania, contrasted with fixed hypothymia in 
various forms of depression. So also, impulsive volatility constitutes a 
prominent feature of the sociopathic psychoses, whereas absent, shallow or 
grotesque feeling tones (i.e., those that do not correspond to or are ‘split 
off from” their accompanying ideation) are regarded as schizophrenic. It 
may be noted, however, that none of these deviations of affect implies 
absence of awareness or an otherwise impaired sensorium; on the contrary, 
a patient may emerge from months of an apparently frenzied mania or an 
ostensibly insensate “catatonic stupor” with remarkably clear perceptions 
and memories of all that had happened to him while he was either behaving 
with reckless abandon or seemed inert, remote and unresponsive. 

Second, psychoses are characterized by marked aberrations from the 
accepted interpretations of and reactions to “reality” as currently defined 
and delimited by the social and cultural milieu. In effect, the behavior 
permitted will vary widely with time, place and social contingency, but 
operational boundaries are set for “normal” which cannot be transcended. 
For instance, it is admissible to “see or feel the Presence,” “speak with 
tongues” and go into convulsive movements or ecstatic trances (Greek eks- 
tasis = religious possession) during a Holy Roller revival; however, should 
the person so visited by “a spirit” experience and report the same halluci- 
nations, shout the same neologisms or manifest the same cataleptic motor 
behavior at his work or on the street, he might be subject to legal com- 
mitment as an acutely disturbed schizophrenic. Such parameters likewise 
vary with time, place and culture in regard to tolerance of aggressivity, the 
intensity and form of sexual expression in various cultural settings (e.g., 
Suono Indians copulate openly, but do not eat in public), the latitudes of 
acceptable logic (e.g., “Communists... Democrats . . . Republi- 
cans . . . Jews . . . Negroes . . . the Devil... cause all our troubles” —or— 
“the only way to deal with Russians is to hydrogen-bomb them out of 
existence”) or other political and social prejudices. Even then, it is only 
when “thinking disorders” are manifested in behavior that is flagrantly and 
continuously carried beyond what is generally allowed with respect to time, 


place and concurrently accepted interpersonal and cultural context that 
they are labeled psychotic. 
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dependence, then even the most permissive family will eventually begin 
wondering if his “mind has become a little affected.” Should these aberra- 
tions become extreme (e.g., the patient demands to be spoon-fed, requires a 
Pacifier to keep him from sucking his thumb or finally needs diapering to 
counteract excretory carelessness) and persist to the eventual exhaustion of 
the family’s patience, a psychiatric consultant might diagnose hebephrenic 
schizophrenia and recommend commitment. 

Finally, psychoses are also diagnosed when there is organic im- 
Pairment of cerebral function of sufficient degree to endanger the survival 
of the patient. This may be acute to (a) acute toxic or metabolic distur- 
bances giving rise to deliriums characterized by disorientation, confusion 
and fleeting but vivid hallucinoses (as in delirium tremens or toxic-in- 
fectious psychoses), (b) cortical dysrhythmias (epilepsies), or (c) permanent 
disorders of brain function caused by injuries, infections, tumors, circula- 
tory deficiencies or senile cerebral changes which result in demonstrable 
Impairments of perception, integration, memory (especially recent recall) 
and of the speed, versatility and effectiveness of total adaptive response. 
The person so affected (for example, a general paretic) will endeavor to 
compensate for his internally sensed deficiencies by reactive aggressions, 
fanatic religiosity, or other labile compensations still within his capacities. 
However, these are secondary neurotic or psychotic reactions only in- 
directly attributable to the organic pathologic process per se, and are to be 
distinguished from it with respect to diagnosis, prognosis and therapy. 


Clinical Significance 


; The preceding discussion indicates the wide variety of current connota- 
tions of the deceptively terse term psychosis. Yet, despite the generality of 
this approach, the concept attains an aspect of unity from the clinical con- 
Sequences of such characteristics. Some of these consequences may be 
listed as follows: 

_ Dereism. Since the patient perceives and interprets reality in ways that 
differ widely from those accepted by most of his fellows, the therapist is 
faced with the necessity of learning to see the universe anew as each of his 
Psychotic patients sees it (R. Laing, D. Cooper),* else he may blunder 
badly in attempting to communicate and interact with the patient. This 
Problem js further complicated by the serious difficulties which arise when 
the same words have implosively different meanings to patient and 
therapist, when the logical systems of the two are initially almost incom- 
Patible, and when interests and goals are at first widely disparate. 


* There is a Pleasure, sure, in being mad Which none but Madmen know!— Dryden, The 
Spanish Friar. 
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Difficulties of prediction and control. The term implosive” as used 
above may become explosive insofar as the behavior of a psychotic, 
precisely because of his uniqueness and remoteness, may become bizarre or 
dangerous in ways which cannot always be foreseen or forestalled. Nearly 
every physician has had one or more “unpredictable” suicides among his 
depressed patients, and not a few psychiatrists, at least once in their 
experience, have been personally threatened, vilified or physically attacked 
by a patient whom they have tried to help. Although unprovoked psychotic 
violence is actually rare, the currently increasing social vulnerability of 
physicians in general, and psychiatrists in particular, renders this 
consideration relevant, both for their own protection and that of society. 

Medical considerations. The physical health of the psychotic also re- 
quires particular attention since, in contrast to somatic disturbances in the 
neuroses, the psychotic patient is (a) less acutely aware of intercurrent 
bodily dysfunctions, (b) less accurate in describing them and (c) less ca- 
pable of cooperating in their treatment. For such reasons continuous ex- 
tramural observation or legal commitment as somewhat differently 
prescribed by the individual states in the Union is often advisable. 

Interpersonal isolation. As already indicated, this occurs because the 
patient, continuously suspicious of his universe and the people in it, erects 
defenses that often defy frontal penetration. The barriers may be those of 
arrogant and reckless self-assertion as in mania, or fixed anaclitic de- 
pendency as in depression, or spreading distrust and hostile grandiosity as 
in paranoia, or affective obtuseness and narcissistic withdrawal as in 
schizophrenia. Whatever their form, such attitudes vitiate, limit and pervert 


the interpersonal relationships on which a therapeutic rapprochement must 
be based, 


Forms of Psychoses 


Psychoses due to impairment of brain tissue 
many subheads in DSM II, 290, 
essentially ch 


Junction. In DSM 1, with 
these psychoses are described as 


consequent 
í e of judgment as measure 
tiveness in action 
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comprised mainly of these areas and their interconnections with the 
hypothalamus. There may also be more specific localizations within this 
neural complex, inasmuch as experimental destruction limited to the 
amygdalae and underlying orbital cortex in higher animals diminishes ag- 
gressive behavior and releases exploratory activity undeterred even by 
adverse experience (Kluver and Bucy; Masserman and Pechtel), whereas le- 
Stons in the dorsomedial thalamus decontrol erotic and aggressive reactions 
(Bard and Mountcastle; Rioch, et al.), especially when these had previously 
been rendered conflictful and excessively repressed (Masserman and 
Pechtel), Such findings have led Mettler, Cairns, Dax and Radley-Smith, 
Scoville and other neurosurgeons to perform specific operations, such as re- 
moving Brodman areas 9, 10 and 46, to disorganize obsessive-compulsive 
ruminations, undercutting the orbital gyri for depression and torpor or 
clectrocoagulating the anterior nuclei of the thalamus and thus disrupting 
their connections to the cingulum (areas 23 and 24) for schizophrenic 
regressions (Spiegel and Wycis). ; 

Whether or not further laboratory research and clinical experience will 
Confirm these or other neuropsychiatric relationships, there is little doubt 
that the reliability of man’s behavior (i.e., its order of suitability, ver- 
Satility and effectiveness) and its affective coloring (control, intensity and 
Somatic accompaniments) are directly dependent on the integrity and 
Proper functioning of his central nervous system, especially its cephalic por- 
tions, Neural deficiencies render the organism more liable to adverse 
experiences, and these in turn impair internal neural functions, thus closing 
4 Vicious cycle of defect, failure, a lower level of compensation, increased 
interna] defect, greater failure and a still lower level of compensation until 
a nadir is reached. Impaired brain tissue function, especially when it has 
Progressed to the point of manifest handicap, is therefore nearly always 
complicated by an admixture of neurotic and psychotic reactions. 

Acute brain disorders. These were defined in DSM I as “the result of 
temporary, reversible, diffuse impairment of brain tissue function [which] 
may release... hallucinations, poorly organized, transient delusions and 

ehavior disturbances of varying degree; in DSM II (293-294) they are 
further subdivided as to traumata, infections, toxins, etc. (codes 290, 291). 

€ term “reversible” may be misleading since, in the case of alcohol 
Bender and Schilder) and probably with other drugs, the intoxicant 
Produces additive tissue injuries which are, therefore, not “temporary.” 
his applies even more directly to concussions, convulsive electrical 
Stimulations, infections and other acute anoxic or circulatory disturbances, 
“ach of which may take a small toll scarcely detectible in most cases by or- 
No means from among the ten billion cells present originally. 

Svertheless, this is an irreplaceable loss and occasionally a tragic one that 
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may reduce a genius to an ordinary mortal or the latter to a marginally de- 
fective one. . 

In addition to the etiologic factors listed above, the current classifi- 
cation lists acute syndromes with convulsive disorders, metabolic distur- 
bances, intracranial neoplasms and general or local disease of unknown 
cause. 

Chronic brain disorders (DSM II 291, 292). These are expressed as re- 
sidual impairments of cerebral function when the pathologic processes 
listed under acute brain syndromes leave permanent organic scars in the ce- 
rebral tissue. Here also the defects may be accompanied by neurotic or psy- 
chotic disturbances in behavior, or contribute to the formation of these 
aberrations as reactive and compensatory phenomena. Moreover, if the or- 
ganic destruction is extensive, dementia may result, as after cerebral syp- 
hilis, traumatic electroshock or other prolonged or repeated insults to cere- 
bral tissue. The injuries officially classified are: congenital or neonatal 
defects; meningoencephalitic, vascular or other forms of syphilis; bacterial 
or other infections; chronic intoxications; trauma; arteriosclerotic, embolie 
or hemorrhagic vascular lesions; convulsive disorders, senility, nutritional 
and metabolic disorders, including Alzheimer’s progressive brain atrophy; 
neoplastic changes; diseases of uncertain cause, such multiple sclerosis or 
Huntington’s chorea; and finally, those of completely unknown etiology. 
The “involutional psychoses” of the presenile period are identified by 
“prolonged . . . worry, intractable insomnia, guilt, anxiety, agitation, delu- 
sional ideas ... depression... or paranoid ideas’. However, the latter 
Psychoses are not classified in the organic syndromes, but are placed 
among the disorders of psychogenic origin. 

Affective reactions. According to the accepted definition, these are 
characterized by a “primary, severe disorder of mood, with resultant 


disturbances of thought and behavior in consonance with the affect.” Two 
forms are distinguished: 


Manic-depressive reactions (or psychoses) with manic overtalka- 


tiveness, flight of ideas and increased motor activity, alternating with 
depression (mental and motor retardation and inhibition . . . uneasiness and 
apprehension) or Presenting mixed forms. 


Psychotic depressive reactions are differentiated from the above by the 


more frequent occurrence of hallucinations and delusions, th 
marked manic swings and a more 


Precipitating factors (reactive depres. 


As may be inferred from these descriptions, the phrase “disorder of 
mood” may also have wide connot 


iiss ations and lead to endless but futile dis- 
disorde not only as to the subclassifications of the so-called affective 
ers, but serious question as to the validity of this general category. 


e absence of 


evident relationship to environmental 
sions). 
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Certainly, classic “manic” states, despite current preoccupations with lith- 
ium therapy, are relatively rare in objective clinical experience, and the 
term manic-depressive psychosis, despite its frequent use, has little clinical 
Or prognostic specificity. Similarly, depressive reactions may spring from 
any combination of organic and environmental stresses and be combined 
with any conceivable configuration of other aberrations of behavior, with 
or without suicidal tendencies. The contention that depressive states are 
More amenable to various forms of therapy, including electroshock, than 
are the psychopathies or the schizophrenias is a valid one, but mainly in the 
Sense that depressive reactions are likely to occur only under special and 
temporary Stresses in relatively more stable and adaptable persons, with the 
result that the reactions of restless agitation and flighty preoccupations 
(frequently miscalled mania) or of melancholic dependence and regression 
(depression) are either spontaneously self-corrective or are more easily 
treated by a variety of means. 


Schizophrenia (DSM II, 295) 


This Category comprises a wide range of disturbances in behavior 
vaguely described in the 1952 manual as “marked by strong tendency to 
retreat from reality, by emotional disharmony, unpredictable disturbances 
IN Stream of thought, regressive behavior, and in some, by a tendency to 
deterioration’ > The only terms in this definition that at first sight might 
distinguish schizophrenic reactions from others are “disharmony,” “un- 
Predictable” and “deterioration,” but unfortunately the first two are but 
Measures of our present lack of perceptive and prognostic ability, whereas 
the third Occurs physically in the organic psychoses, and in a social sense in 
all Untreated or progressive maladaptations from unadjusted mental retar- 
ation to obsessive-compulsive and other forms of neuroses. It is for such 
sasons that under the rubric of the so-called schizophrenias, absolute dis- 
wnctions are being slowly relinquished in favor of relative and transitional 
diagnostic concepts such as those previously outlined in this chapter. 
.Yertheless. it is still the custom to subdivide the schizophrenic reactions 
Into the following types: 
scien te This is applied to patients who 
Versi and occupational interests, increasing self-is 

On to empty day-dreaming, apathy and idleness. 
ebephrenic. In this form, various puerile (“silly”) mannerisms. pe- 
affective distortions and bizarre delusions may appear, giving Tise to 
SSive and finally chaotic disorganization of behavior. 

Glatonic. Characterized by protracted inhibitions (mutism, stupor). 
ms (neologistic speech and solipsistic behavior) or stereotypies 


Ti 
t 


fest gradual withdrawal of 
isolation, and eventual re- 


culiar 
Progre: 


autis 
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(verbigeration, echolalia, negativism, echopraxia) occasionally interrupted 
by states of wildly irrational and sometimes destructive excitement, 
eventually the patient may deteriorate to a state of vegetative otiosity. r 
Paranoid. Marked by delusions of grandeur, persecution, omniscience 
or omnipotence which ostensibly differ from those of “true paranoia” in 
that the former are accompanied by hallucinatory experiences and are too 
unrealistic, bizarre and self-contradictory to form even a pseudological 
system; ergo, the thought processes of the paranoid schizophrenic 
eventually disintegrate into unintelligibility. Unfortunately, these tradi- 
tional distinctions not only occasionally fail to differentiate the two forms 
of paranoia mentioned, but may not mark a definite border between 
paranoiacs and persons we call poets, dreamers, crusaders or zealots. 
Schizo-affective. Used to denote admixtures of schizophrenic and de- 
viantly affective behavior—a designation rarely employed but that, opera- 
tionally speaking, actually applies to all cases. 
Acute undifferentiated. This syndrome, which m 
under intense stress or after an 
characterized by intellectual confusion, affective turmoil, fugue-like wan- 
derings or stereotypies, and clinical recovery after a few days or weeks. 
However, a defensive amnesia for the attack usually persists, and probing 
as to its causes is resisted. If the stresses continue or recur, subsequent 
reactions may become more serious and protracted and more deeply dis- 
ruptive to basic personality patterns. 
Chronic undifferentiated. This is reserved for those cases (which 
constitute the majority and possibly all) that do not fit any of the categories 
already listed. 


ay appear suddenly 
insidious build-up of tension, is 


A is applied to the schizophrenic characteristics 
which remain after treatment. 


The biodynamics of the schiz 


ophrenic reactions and their pharmaco- 
therapy will be discussed below a 


nd in a subsequent volume in this series. 


Paranoid States (DSM II, 297) 


These are Purportedly characterized by systematized delusions that 
follow with i i 


Premises, but serve to give the 
es himself martyred, a sense of mission, im- 
In the pure case, gross disturbances of mood or 
l aberrations such as stupors or hallucinations are 


Portance and Power. 
schizophrenic sensorial 
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absent, so that thought and affect remain relatively compatible. Two forms 
are distinguished: 

Paranoia is characterized (DSM I) as “An intricate, complex and 
slowly developing [delusional] system, often logically elaborated after a 
false interpretation of an actual occurrence. Frequently, the patient 
Considers himself endowed with superior or unique ability. [There is] 
relative intactness and preservation of the remainder of the personality, in 
Spite of a chronic and prolonged course.” 

Paranoid state. This designation is applied to patients who seem 
midway between Paranoia and paranoid schizophrenia. Such states may be 
transient (especially when precipitated by unusual intercurrent physical or 
Social stresses), or they may gradually assume more definite paranoiac or 
Schizophrenic forms. 


Summary of Psychiatric Semeiology 


In the “functional psychoses” there occur: 

Loss of contact with, or marked distortions of, generally accepted con- 
cepts of time, place and person (sensorial aberrations) or of causality 
(thinking disorders) which may become manifest as sensory misperceptions 
(illusions), vividly projected imagery (hallucinations) and unrealistic convic- 
tions (delusions). 

Overintensity, fixity or inappropriateness of situational or interper- 
Sonal responses (distortions of affect): e.g., restless hyperactivity with 
Pseudo-euphoric ebullience (mania), persistent feelings of hopeless futility 
(depression, melancholia), irrationally systematized and exaggerated reac- 
tions of resentment, fear, anger or grandiosity (paranoia), emotional 
blunting (as in hebephrenia), or bizarre dissociations (schizophrenia) 
between Situation and response, sometimes leading to explosive outbursts 
(catatonic excitements). 

Excessive and persistent reversion to childhood patterns (regression) 
no longer appropriate to adult life: e.g., pseudo-infantile passivities, 
destructive aggressions and uninhibited or perverse eroticisms. F 

_ Concurrent personality disintegration, with release of repetitive, 
Issociated Part-patterns (echopraxia, stereotypies, autisms). j 

In the acute brain disorders there are severe but reversible derange- 
ments of apperceptive, interpretive and manipulative (intellectual) ca- 
Pacities, often with confusion and/or disruptive panic, as in the toxic 
deliria, or finally, 

In the chronic brain disorders there occurs a permanent impairment 
(deterioration) or loss (dementia) of intellectual capacities as in the various 


f P z 
Orms of organic cerebral disease. 
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Organic Factors 


Freud, despite his preoccupation with the effects of early childhood 
experiences on all later behavior, remained convinced throughout his life 
that both the neuroses and psychoses were essentially metabolic (probably 
hormonal) disorders, and predicted that their ultimate therapy would be 
specifically pharmacologic.* Some clinicians today find this to be almost 
their only point of agreement with Freud, and continue to search for a 
genetic-somatic cause of the psychoses that would furnish a rational basis 
for treatment. As noted, no such etiology has as yet been confirmed, but 
combinations of metabolic, pharmacologic and psychologic stress (biody- 
namically considered, the three forms merge) can certainly induce ‘“‘or- 
ganic” psychosis (acute and chronic brain disorders) and markedly in- 


fluence the so-called functional psychoses (manic-depressive, Schizophrenic 
and paranoiac reactions) as follows: 


PHYSIOLOGIC STRESSES 


duress among 
sions (‘brain 


cause of the self-isolation (nar 
(published Posthumously in 1949 
influence by means of Particula 
distribution in the apparatus of 
our disposal than the techni 
it is not to be despised.” 


e: “The future m 
r chemical substanc. 
the mind... . 
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hypersuggestibility, sensorial aberrations, affective or schizoid distortions, 
and an increased susceptibility to psychotogenic drugs (Bliss et al.). 
However, the delirious nature of the induced effects and their rapid 
amelioration after rest and sleep suggest that physiologic stresses, like their 
pharmacologic counterparts, described below, can induce only the toxic- 
exhaustive forms of behavior disorder. 


PHARMACOLOGIC INFLUENCES 


Since neolithic times, man has apparently known the intoxicant effects of 
Various brews and fermentations (wines and beers in pre-Biblical Egypt and 
Chaldea) and various plant extracts (opium poppy in the ancient East; 
Cocaine in pre-Columbian South America. peyotl in Aztec Mexico). 
Indeed, man has always avidly sought such substances to mediate tempo- 
rary Or permenent escape from harsh realities into a haze of forgetfulness, 
fantasy and disinhibition, during extremes of which his behavior would be 
termed “psychotic.” Recently, however, specific chemical compounds* 
have been found which, when administered in amounts as minute as 25 
Micrograms, can cause states of disorientation, depersonalization, affective 
distortion and hallucinatory and delusional behavior lasting from several 
hours to several days. These drugs have been termed psychotogenic by 
those who believe that they produce “model psychoses” and may indicate 
that all psychoses are of chemical origin. However, the validity of these in- 
ferences is thrown into question by many considerations, among them (a) 
that as many as half of the volunteers presumed to be normal controls for 
Such studies were later found to have been psychiatrically disturbed to 
begin with (Pollin and Perlin); (b) that almost any substance, including 
common psychiatric medications such as the amphetamines (Connell), 
barbiturates (Isbell), isoniazid (Jackson) and various ataractics (Diekel and 
Dickson) may, when taken in excess, cause “psychotic” reactions; (c) that 
Metabolically harmless placebos such as milk sugar, when given under con- 
ducive circumstances, can also induce aberrant and bizarre behavior (v. 
Beecher, Lasagna and S. Wolf, and Gildea’s control studies on R. Heath’s 
“taraxein™): and (d) that psychotic patients themselves show no constant 
differential effects to any known “psychotogenic” drugs, and rapidly 
develop a tolerance to them. , 

In view of these and other methodologic considerations it must be in- 
ferred that although various substances, some in minute quantities, can 


2 E lysergic acid diethylamide (LSD-25) (cf. H. Solomon, Bercel et al.), mescaline 
(Kluver, Huxley), bufotemine (Fabing), dimethyltryptamine (Evarts) S.T.P., and the atropine- 


heen 
ike substances JB-318 and JB 329 (Abood). 
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se temporary deliria or perhaps even chronic deteriorative psychoses 
aieh toxicosis or cerebral damage, this effect is only ancillary to the 
etiology, psychopathology or therapy of the psychotic states. 


PSYCHOLOGIC STRESS 


Apperceptive. Walter and Ulett have shown that “psychic driving” ait 
by so simple a stimulus as a light flickering at a rate that happens to coin 
cide with and reinforce the electrical beating of the cerebral cortex (8 to 12 
per second alpha rhythm) may induce states of tension and disorientation 
or, in especially sensitive subjects, convulsions followed by aphasia and au- 
tomatism (fugue states). In a broader application of the disrupting effects 
of communication overdrive, J. G. Miller has Pointed out that modern life 
is becoming so complex that the items of information which the human 
brain must receive, interpret, sort, classify and respond to appropriately 
may have begun to exceed its capacities as either a digital or analogic com 
puter, with resultant “nervous breakdowns” in an almost literal parallelism 
to those in an overloaded cybernetic (Greek kybernos = governor) system. 
So also, as Masserman and E. Orloff have shown, irregular delays or un- 


predictable changes in routinely expected feedbacks (Principle of Un- 
certainty) may disru 


pt behavior to the point of serious disorientation and 
irrationality, 


Isolation. Of equal theoretical and clinical interest is the fact that a 
marked diminution of contacts with the external environment can also 

ques Loeb believed that all life 
avidly seeks for stimulus and reaction (e.g., plant roots “seek” water: 
flowers, the sun), and called these patte 


n) and a cat or monkey will prefer 
Most humans abhor “boredom,” 
that motivates much travel or research and, 
conversely, makes solitary confinement, even apart from the factor of 
Social rejection (“being sent to Coventry”), among the most dreaded of 
punishments for child or adult. Persons too long deprived of living com- 
pany, even in adventures of their own choosing, experience what Admiral 
Byrd, during his Antarctic vigil, called a “terror of loneliness” —a state 
boration of ritual and a vividness of imagery 
y of relentless obsessions and wishful halluci- 
cum, thrice incapacitated while sailing single- 
ch time was convinced that he saw and heard a 
his little yawl Spray safely through gales and 


that often necessitates an elal 
which may reach the intensit: 
nations. Captain Joshua Slo 
handed around the world, ea 
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dangerous seas while he lay helplessly ill below. So also, John the Baptist, 
Joan of Arc, Charles Lindbergh and countless other isolates, from deserted 
children to lost spelunkers, have rejoiced in times of stress in desperately 
fantasied mortal or spiritual rescuers who were as “real” as man’s eternal 
yearning for succor. 

These observations have been experimentally confirmed by the work of 
Hebb, Lilly, P. Solomon and others, who deprived normal subjects of cus- 
tomary sensory stimuli by suspension in a warm bath, by keeping them in a 
continuously darkened room, and by earplugs or other modes of masking 
sounds, and noted that within six hours to three days, many subjects be- 
came intensely anxious, showed disorders of perception, memory and self- 
image and developed somatic disturbances and various hallucinations that 
Persisted for hours or days after release. Any variations in technique that 
admitted a greater access of diverting stimuli mitigated these effects 
(Vernon), and the responses were also greatly influenced by the disparate 
Meanings the same situation had for different subjects; nevertheless, 
sensory deprivations or, more generally, feelings of personal isolation may 
be exceedingly important factors in a wide range of clinical phenomena. 
Among these may be cited the accident-causing illusions of a weary truck 
driver too long on a monotonous run; the “break-off point’ at which a 
Pilot of a supersonic plane—suspended seemingly silent, motionless and 
alone in the endless stratosphere—experiences a panic of ‘‘disconnectedness 
with the world”: the observation that 7 per cent of patients blindfolded and 
“at complete rest“ after cataract operations suffer psychotic episodes 
(Ziskind): the fact that consigning disturbed alcoholics to a “quiet 
darkened recovery room’ for complete rest favors the onset of delirium 
tremens (Lemere); or the possibility that persons socially isolated from 
childhood because of real or fancied disappointments or rejections may 
develop schizoid disturbances of thought, affect and reality-interpretation. 

With these additional data as background, we may proceed to consider 
the various forms of psychoses under their usual classifications of manic- 
depressive, Paranoiac and schizophrenic reactions, and once again trace 
each of these from its origins in “normal” behavior to its clinical extremes 
of intensity, persistence and social incompatibility. 


Deviations of Affect 


Certain diurnal (K. Brown) swings of mood (e.g., morning “blues™), 
Premenstrual anxieties (T. Benedek) or other physiologic seasonal dys- 
Phorias (Peterson) are possibly correlated with hormonal rhythms; 
however, there are nearly always subtle psychologic admixtures —e.g., 
Monthly ‘cycles’ of increased social, charitable or religious activity in 
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women who sublimate periodic sexual tension. The clinically important 


dysthymias shading from borderline through neurotic to psychotic may be 
reviewed as follows: 


Hyperthymic Reactions 


Euphoria. At first sight, true euphoria would seem to be rather de- 
sirable, since the term is generally taken to connote a persistent cheerful- 
ness, a heightened feeling of wellbeing and an unabashed or even obtrusive 
optimism. Although this state should be distinguished from the quiet, un- 
“balanced spirits”) and happiness of 
it is obvious that mild euphoria is hardly 
atient as a condition requiring psychiatric 
een by the psychiatrist, then, is the pseudo- 
at his mimetic ebullience and forced gaiety 
© stop compulsively trying to be “cheerful 
In most cases it is not difficult to discern the 
c hyperactivity of such individuals who, in 
xieties, occupy every moment with work, 
travel and countless other crowded 


would quickly vanish should h 
and face his problems directly. 
tensions underlying the freneti 
restless flight from their an 
theaters, athletics, 
activities— 


CASE 42. Hypomania (DSM 1 296.1). A wealthy executive, forty-eight years of 
age, was brought to business associate who stated that the patient 
“had been running himself So ragged with too much work and too much play” that 

© to the hospital for a “check-up and a rest- 
that for the Precedin 


to everyone Present “to quit, have a drink, 
and come play golf at my club.” On the fi 


/ present had goodna- 
hie a ving them to the golf course the patient sud- 
denly expanded his invitatio i 


for everyone at his 


* Cases in this cha 


pter have been sı 
Psychotherapy. Pharmaco! 
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therapeutic and oth 
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promotional schemes; similarly, in his entertainments for the firm's customers, his 
restlessness, unnecessary lavishness, excessive drinking and forced gaiety had been 
increasingly embarrassing to his friends. These insisted. however, that the patient 
had previously been a sober, stable and rather undemonstrative individual. 

In the hospital the patient's behavior was characteristically pseudo-manic. He 
dressed in flashy pajamas and loud bathrobes, and was otherwise immodest and 
Careless about his personal appearance. He neglected his meals and rest hours, and 
Was highly irregular, impulsive and distractible in his adaptations to ward routine. 
Without apparent intent to be annoying or disturbing he sang, whistled, told 
Pointless off-color stories, visited indiscriminately and flirted crudely with the 
Nurses and female patients. Superficially, he appeared to be in high spirits, and yet 
One day when he was being gently chided over some particularly irresponsible act he 
Suddenly slumped in a chair, covered his face with his hands, began sobbing, and 
cried, “For Pete's sake, doc, let me be. Can't you see that I've just gor to act 
happy?” This reversal of mood was transient and his seeming buoyancy returned in 
a few moments: nevertheless, during a Sodium Amytal interview his forced 
euphoria again dropped away and he burst into frank sobbing as he clung to the 
Physician's arm. He then confided that during the preceding year he had begun to 
ea with some reason, that his young second wife, whom he “loved to dis- 
traction,” had tired of their marriage and had been unfaithful to him. He had ac- 
cused her of this, and she had replied, almost indifferently, with an offer of divorce. 
His pride had been greatly wounded, but to salvage it, avoid the scandal of a second 
divorce and keep her as long as possible he had agreed that she take an extended 
European tour and postpone her decision until her return. During her absence he 
had been obs ssively torn by suspense. jealousy and anger, could no longer take an 
interest in his work and had lost sleep. strength and weight. He consulted his family 
Physician for the latter symptoms, but the doctor, after finding little physically 
Wrong with him, had simply advised him “to forget your business [sic] troubles. 
play a bit more golf, get about more and enjoy yourself.” He had followed this ad- 
vice with compulsive intensity, but with the abreactive exaggeration that had 
eventually led to his admission to the hospital. 
biome to say, this account by the patient Grs om j 

sS mood and behavior was far from complete, but served to initiate further 
confidences in later interviews. Thus. the patient confessed that during the past 
Several years he had begun to feel that his place near the head of a business concern 
was being threatened by younger, more energetic and better-trained men, in com- 
Petition with whom he himself had thought it necessary to become ultra- 
ieee in his executive tasks. In private life, too, he had become afraid of 

e . A ‘ e 

io “just a nice old ha been. apk ae a Horo 
Enjoy x athletics, and exhibitionistic stag-par y i ex peel ee 
had be ut perhaps his greatest defense against his obsess ae 
sedan second marriage to a young, prety and popular ie ne had. by 

: era life of wealth and ease, won away fram:more youthtul admirers: The 
Patient unconsciously prized his wife as a symbol of his own renewed youth; un- 
fortunately, a s sexual competence. he had frequently been 
heir marriage almost intolerable by his 


as to the reasons for his distur- 


iar in his anxiety to prove hi 
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Teactive rages and jealousies. As a result, she had very probably become unfaithful 


and was currently spending more of his money in Europe in anticipation of an 
eventual divorce. 


Mania. In “true mania” overwhelming tensions may be expressed in 


tinuous flow of ideation and speech with 
uror of exhibitionistic and other uninhibited 


i - Other depressi also have 
their symbolic: ee Pressive symptoms also 
y olically def $ impotence or amenorrhea 
f adult genitality; petulant helplessness, 
a regression to infantile emotional 
a thinly veiled reversion to 
the patient's own body. The idea- 
gerated self-accusations (eB: I am the 1$ symbolically Significant; exag- 
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he “has lost everything” may develop schizoid delusions that he ‘‘has 
swallowed the world,” or, conversely, that through suicide he can destroy 
only his suffering physical body, while retaining some form of being as an 
immortal “spirit who would (b) punish his earthly persecutors, (c) be 
rewarded in Heaven, and (d) perhaps even be reborn to a more appreciative 
world. Such fantasies are, of course, difficult to elicit even in psychotic 
patients, but variants of them are illustrated by the following case: 


CASE 43. Melancholia. An intelligent, but physically rather unattractive Catholic 
schoolteacher married secretly at the age of thirty-eight and a year later became 
Pregnant. Her husband, an improvident, middle-aged ne’er-do-well, did not like the 
Prospect of the patient losing her position if her marriage were discovered. He 
therefore strongly urged her to have an abortion; when she refused, he deserted her. 
This left the patient no alternative but to violate her religious scruples and attempt 
to abort herself, not only to keep her job and social position but to remove all 
Memories of her unhappy marital experiences. But her crude attempts failed, so 
that the patient was forced to reveal the date and fate of her marriage to her family. 
On their advice tinged with considerable covert condemnation—she obtained a 
leave of absence from her job and reversed her conscious attitude toward her preg- 
Nancy; in fact, she began to plan with ominously overcompensatory zeal for every 
detail of the immediate and remote future of her child, on whom she intended to 
focus her “every remaining interest in life.” She was delivered normally at term 
but, again tragically, the child was congenitally deformed and died within a few 
hours. The patient almost immediately entered into a deep melancholic state in 
which she refused to eat, slept fitfully or not at all, lost twenty pounds of weight in 
as many days, and needed mechanical restraints to prevent suicidal attempts. The 
acute phase gradually passed, but for months of institutionalization thereafter she 
had to be nursed, washed, dressed, spoon fed and cared for as though she herself 
Were a child. During this period she seemed to have lost all her former intellectual 
and social interests: she could not be induced to read, listen to news or music, or 
Engage in occupational or group activities. After visits by her family, she was 
Particularly querulous and demanding: at other times she sat rocking to and fro, 


chanting to herself in an almost inaudible, repetitious sing-song in which the 
ed herself of having 


f ji NCO 
ollowing content could sometimes be distinguished She accu ay 
committed the “Unforgivable Sin,” the nature of which she never further specified. 


The Catholic Church and all its clerical hierarchy had been informed of this. 
Indeed, the Holy Trinity Themselves had condemned her to eternal perdition, and 
this was a universal catastrophe, because she herself had become “Mrs. Pope Pius 
XIV." and even now her womb was “pregnant with a Holy Child” which had to be 
guarded and protected eternally. These bizarre and self-excoriative fantasies were 
charged with an intensity of affect difficult to describe but immediately sensed as 
deeply melancholic by nearly every observer. And yet, despite her apparent suf- 
fering, the patient concentrated into her melancholia a wealth of defenses that 
Seemed economically essential if her anxiety was to be made bearable at all. Osten- 
sibly the patient condemned herself as a lost soul, automatically excommuni- 
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cated from the Church because of her “unforgivable sin’ —her attempt to poe 
an unborn child; however, at the same time, she compensated for this guilt by ee 
grandiose and subtly self-preserving fantasy that the entire Church was wager 
with her particular conduct. Further, her Punishment would be supervised by the 


pontiff, might eventually condone her transgressions and grant them absolution. 


baby, she Overcompensated 


in her external behavior she made 
ho required all the care and protection of a 
ng and forgiving foster family. 


Comment. It may be seen that even frankly psychotic behavior pat- 
terns, whether depressive or Schizoid, are not, as is sometimes inferred, 


merely shapeless fragments from a Personality shattered by some 
hypothetical “mental disease”; on the contrary, the psychosis itself is an in- 
tegrated syndrome which, however socially deviant, is adaptively operative 


€ physiologic to the Most abstrusely symbolic. 
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threat to his well-being. Certainly, every physician, attorney and minister 
soon becomes familiar with the fact that those who come to him physically, 
socially or spiritually in trouble approach him with the same plaintive de- 
pendence with which a child unloads its burdens on a trusted parent. 
Regressive ambivalences, as we have seen, become particularly evident in 
the process of psychoanalysis and may then have the specific content of the 
mixed loves and hatreds which the patient previously felt toward his 
parents and which are now “transferred” to the analyst. However, equally 
frank manifestations of regression may be observed outside the analytic 
Process if the emotional stresses become sufficiently great. The war 
furnished many examples, which could be typified as follows: 


CASE 44. Psychotic regression (295.0). A seventeen-year-old girl (Plate I-A) was 
brought to a psychiatric clinic by her mother with the complaint that for the pre- 
ceding five months her behavior had become increasingly irrational and destructive. 
The history revealed that after the patient was about four years old, her parents had 
begun to quarrel violently, making her early environment extremely contentious 
and unstable. At about this age she first developed various neurotic traits: nail- 
biting, temper-tantrums, enuresis and numerous phobias. When the patient was 
Seven the mother refused further sexual relations with the father and left the marital 
bed, but the patient continued to sleep with the father until she was thirteen. At this 
time, the mother suspected that the patient was being incestuously seduced, ob- 
tained legal custody of the girl and moved away with her to a separate home. The 
Patient resented this, quarreled frequently with her mother, became a disciplinary 
Problem at home and at school and acquired a police record for various delin- 
nsistence, she and her mother paid an 


quencies. Three years later, at the patient's ir ern r 
iving with another girl in questionable 


unexpected visit to the father, and found him | 
Circumstances, In a violent scene, the mother denounced the father for unfaithful- 
Ness and, again contrary to the patient's wishes, took her home. There the patient 
Tefused to attend shoul and rapidly became sullen, withdrawn and noncommuni- 
Cative. During her mother’s absence at work, she would keep the house in disorder, 
destroy clothes her mother had made for her, and throw her mother’s effects out of 
the window. During one of these forays she discovered a photograph of herself at 
the age of five (B), which, incidentally, was so poorly lighted and faded that, for one 
detail, it did not show her eyebrows. Using this as a pattern, she shaved off her own 
eyebrows, cut her hair to the same baby bob, and began to simulate the facial 
expression and sitting posture of the pictured child (C). When brought to the hos- 
Pital her general behavior was correspondingly childish; she was untidy and enu- 
Tetic, giggled incessantly or spoke in simple monosyllabic sentences, spent most of 
her time on the floor playing with blocks or paper dolls, and had to be fed, cleaned 
and supervised as though she were an infant. In effect, she appeared to have 
regressed to a relatively desirable period in her life antedating familial conflicts and 
disruptive jealousies; moreover, she acted out this regression in deliberate, strikingly 
Symbolic patterns of eliminating the mother as a rival and regaining the father she 
had lost in her childhood. 
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CASE 45. Acute regression; combat neurosis (295.4). A soldier, normally well dis- 
ciplined and self-reliant, but subjected overlong to physical exhaustion and the unre- 
mitting hell of combat and carnage in the ever-present shadow of death, eventually 
reached his limit of tolerance and thereafter showed a gradual dissolution of adult 
habit patterns and an accelerating return to childlike and then infantile conduct. 
First, his military interests and activities became dulled and his affective reactions 
Progressively more labile and primitive: concurrently, he began to neglect habits of 
Personal hygiene, even to the point of careless evacuation and soiling. Next, he be- 
came preoccupied with hazy dreaming of the comforts and security of his own 
home; finally, in sudden desperate denial of all mature considerations of prestige, 
duty, discipline or even physical danger, he abandoned his weapons, cried out 
against all about him and fell to the earth sobbing piteously and inconsolably for his 
Mother. During this extreme reaction, threats of further discipline or even death 
were useless; the soldier had to be evacuated as a psychiatric casualty, permitted for 
the time being to cling emotionally to a kindly therapist as a parent-surrogate, and 
thereafter treated by every means at hand to restore his self-confidence, his group 
loyalties and his normal defenses against anxiety to prevent his regression becoming 
fixed at the level of phobic, helpless passivity. 


In military psychiatry, reactions such as these are relatively frequent 
(A. Glass) and their accompanying regression may take a rapid course 
from premonitory to acute stages; fortunately, however, prompt and 
skillful treatment may reverse the process. In civilian neuroses, except 
those occurring after catastrophes, regressive behavior is less extreme, but 
More chronic and more subtly intertwined with other neurotic manifesta- 
tions, Moreover, the secondary regressive gains of the neuroses, such as 
relief from onerous responsibilities, repression OF deviation of aggression 
and the attainment of protective familial or other care, are less easily con- 
trolled than in military practice, and therefore make the treatment of 
chronic Civilian neuroses usually more complex and difficult. i i 
Psychotic Regression. This term is used when the regressive Processes 
ave become deeply fixated, bizarrely symbolic. highly disruptive to the 
seta functions of the patient and almost completely unapproachable by 
Ordinary therapeutic means. Examples of such extreme stages of regression 
may be seen by the thousands in the back wards of mental hospitals: 
Patients who, whatever the original diagnosis of their psychosis, have ‘de- 
'eriorated” into infantile habits such as thumb-sucking: soiling, disinclina- 
tions to clothe and feed themselves. polymorphous auto-erotic activities 
and almost neonate helplessness (v. Cases 44 and 45); however, this ““de- 
*nlorative” process does not imply organic cerebral degeneration. 
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Schizophrenic Dynamisms 
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Blunting and Distortion of Affect 


It is, nevertheless, impossible for a person to exist completely walled 
off from all external impressions, and some of these must necessarily 
penetrate even the most deeply fortified self-isolation. To ameliorate the 
anxiety accompanying such apperceptions, the schizophrenic may either 
deny their personal significance, or invest them with a distorted or less 
Painful affective charge. The first process produces what is usually 
described as “emotional shallowness” or “emptiness,” whereas the second 
characterizes “the schisms between thought content and affective tone 
that give schizophrenia (“split mind’) its graphic name.* These 
Phenomena, like the peculiarly impenetrable resistance of the schizophrenic 
to attempts at interpersonal communication, are much more easily learned 
by clinical experience than from didactic description, but the following 
€xample may serve to illustrate some of the typical patterns. 


CASE 46, Schizophrenic distortion of affect (295.7). A fifteen-year-old girl was 
Prought into the hospital by her parents, who stated that she had been sent home 
sega Preparatory school with the recommendation from the school physician that 
the parents consult a psychiatrist for “a serious nervous breakdown.” The patient 
Was at first noncommunicative, and since the parents had not been observant and 
Hote ow evasive, the history of the patient's illness was obtained only in frag- 
Mentary form. However, as finally assembled from all available sources, aneludinie 
a Patient’s former physicians and schoolmates, the anamnesis was substantially as 
Ollows;: 2 


The patient’s father w as a successful lawyer, whose political and other sonner 
kept him in a continuous round of travel about the country. The ee 
Mother had artistic pretensions and, since she was wealthy in her own right, s ie 
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ae Marriage as a model of modern “compatibility Beles nse sera elie 
Ae Unfortunately for the patient, this superficiality at n eosin ets 
, “Ships and the diversity of their outside interests a ea ai 
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acquired increasing spontaneity, interest and ease in her interpersonal relationships, 
although, again to guard against scandal, her extrafamilial contacts were guarded 
and kept at a minimum. A setback occurred at the time of her menarche, when it 
was discovered that she had been so frightened by the onset of her periods that she 
had worn rags and washed her own underclothes for months without daring to tell 
even her tutor. 

Nevertheless, in view of her seeming improvement, when she was fifteen the 
Parents decided to send her to a private seminary for girls. The patient showed 
neither enthusiam nor overt resistance to the plan, and accompanied the family 
docilely to the school. However, “matriculation” (in the symbolic sense of es- 
tablishing an emancipatory relationship to an “alma mater’) was completely unsuc- 
cessful: she developed no interests in her teachers, her work, her associates or in the 
School activities, and when she was pressed to fulfill even the minimal requirements, 
her behavior again deteriorated rapidly. As reported by the principal she became 
increasingly awkward and shy, frequently sat vacant and unheeding in her 
classroom, began to mark her books and papers with strange designs, and became 
Subject to sudden outbursts of peculiarly unemotional weeping or laughter with no 
apparent provocation. One cold night she was discovered wandering about the 
campus in her nightgown, and, when questioned, told an almost incoherent, 
Strangely unconcerned story of how her roommates had burned the dormitory down 
because God Himself had told them the housemother was wicked. The patient was 
returned home and soon afterwards admitted to the hospital. 

On the observation ward her behavior was quite evidently abnormal. She 
waved her hands, blinked her eyes and tossed her head in bizarre repetitive gestures, 
Interrupted by periods of blank immobility. She would not wash her face or body 
because “they might wash away,” but would comb her hair for hours if permitted to 
do so. She refused to speak to any of the nurses, whom she identified as delegates 
from the school,“ and would talk to the psychiatrist only after he removed his 
Spectacles so that he “could not look right through” her. She was perfectly oriented 
for time and place, yet she stated with little apparent concern that the hospital call 
System was broadcasting her thoughts in Morse code “to all nurses.” and that she 
was certain to be “brexed” (a neologism apparently compounded of “bruised, 
“raped” and “sexed™) unless the “FBI lawye s.“ who were then mobilizing. were 
Summoned to her rescue by the “Queen Mother.” In any case, the psychiatrist, too. 
Was “a good lawyer“ and would help her—in fact. he must do so, since she had de- 
liberately touched the marriage ring which he wore. The latter fantasy appeared 
again and again, and was often accompanied by a brief series of tearless, empty, tic- 
like sobs, 

Unfortunately, the patient's parents, horrified and humiliated by “insanity ap- 
Pearing for the first time in our family.” showed their hostilities toward the child 
even more clearly by demanding that she be given “modern shock therapy” im- 
mediately. They remained adamant in refusing to listen to explanations that, at this 
Stage, drastic treatment would in all probability permanently harm the patient, and 
after a week removed her from the hospital. 
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Comment. This case illustrates a number of schizophrenic dy- 
namisms—among them “‘concretization” of fantasy and spread of sym- 
bolism (e.g., the psychiatrist's ring, which allied her with her “lawyer” 
father), projections of her own impulses onto others (“the girls—not I— 
wished to burn the dormitory down”), defensive ego-aggrandizement in the 
face of deep anxieties (I am the object of concern to the “FBI” and the 
“Queen Mother”) and, finally, an almost impenetrable narcissistic isolation 
from realistic interpersonal contacts. But perhaps the most outstanding 
feature was the defensive numbing of the patient’s affective reactions: fears, 
rage and laughter were displaced or dissociated from their real or fantastic 
context, and lost their poignancy in a shallow travesty of true affect. 


Thinking Disturbances in Schizophrenia 


The example cited may also serve as an introduction to the distortions 
of thought processes common in schizophrenic reactions. These may be 
considered dynamically under the following headings: 

Reorganization of “Categories.” As we have 
“abnormal” or not, has his own set 
gories” of time, space, sequence and 
metapsychologic question whether the 
exactly agree, or whether any set can bi 
lated “reality.” In addition, the subjective categories of an individual vary 
widely with changes in his psychobiologic status: for example, his distinc- 
tions and groupings of phenomena will be changed by accumulating 
experience; his “reasoning” process wil 
the circumstances and mood of the curr 
he is alertly anxious and “flies” 


by social agreement as to time, 
into startlingly different categori 


his own body image and vital tempo (Schilder), he changes his conceptions 


utes their relationships 


rocess may be seen in 
psychodiagnostic tests (cf. Vol. I, Chapter 6); for instance, the 


schizophrenic will make highly unusual images out of the white spaces or 
minute details of the Rorschach ink-blots, instead of seeing the large black 
figures “obvious” to everyone else. Similarly, when asked to arrange 


an 
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wooden blocks by color, size or weight, a schizophrenic may group them 
instead by fantastic criteria of his own, e.g., blocks which are “good 
soldiers” as distinguished from “wicked” ones (Hanfmann and Kasanin). 
Nor need even the dimensions of “normal” orientations such as those of 
space, time, quality or value remain discrete; on the contrary, these are 
mutually transmutable in his solipistic universe, into which further 
experience can enter with difficulty, and only when clothed with markedly 
deviated symbolization and significance. Such schizophrenic aberrations of 
ideation and “reified” fantasy are then reflected in the striking symptoms 
that characterize the clinical course of the psychosis. 

Sensorial Disturbances. Since the schizophrenic, remote from external 
“reality” and unmindful of social consequences, acts in accordance with his 
distorted affect and ideation, his behavior appears to others to be 
characterized by illusions, hallucinations and delusions. These may be 
considered from a dynamic standpoint as follows: 


Illusions 


These are perceptual “misidentifications™ of the sensory field, and as 
Such they may range from the everyday and accepted “normal” to the 
grossly deviant phenomena seen in toxic states. Gestalt psychology has 
demonstrated that we “normally” perceive stimuli as we become ac- 
Customed to categorize them: we “close” gaps to produce comfortably 
“whole” figures; we prefer to reconstruct known geometric patterns when 
an infinity of choice is possible (e.g., a penny is seen as “round” from any 
angle); we “recognize” indeterminate pictures of persons and scenes, and so 
On; in other words, we organize our sensory perceptions according to 
Certain experientially predetermined “sets.” Here again, however, biody- 
namic factors play a prominent role. For instance, in the “hypnagogic 
State between sleeping and waking, illusions are easily produced and given 
Momentary credence: the room may appear inverted, with the body sus- 
pended in mid-air; objects may seem to breathe or move in capricious 
fancy; time stands still, or is accelerated, or reversed. Should orientation, 
Organization and other corrective “judgments” be concurrently impaired by 
drugs or toxins, such illusions may become continuous and exceedingly fan- 
tastic; e.g., the wall-paper design becomes filled with talking faces, or the 
chandelier a dangling gallows. Finally, with an extension of such apper- 
Ceptual deviations channelized by wishful and dereistically symbolic 
thinking, the schizophrenic may “recognize” his dead mother’s voice in the 
clatter of the hospital food-cart or “see” his wife in the smoke outside the 
Window, or “feel the radio waves sent out by the Masons” in the prickle of 
his bed-clothes. 
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Hallucinations 


These are percepts formed without any readily apparent “external” 


sensory stimuli. In dreams, such fantasies are partially freed from the 
sensorial and repressive inhibitions that co 
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disorganized, fear-ridden forms seen in hyperpyrexia, delirium tremens and 
other toxic states. 


Delusions 


These are systems of concepts and beliefs which, though considered ir- 
rational by the cultural group to which the individual belongs, are 
nevertheless necessary to his psychic economy and therefore immune to ar- 
gument and reason. Delusions may, indeed, be differentiated from the 
closely related phenomena of prejudices, superstitions and religious 
fanaticisms only by this criterion of relative rejection in culture and time; 
i.e., the accepted philosophy of one society is pagan fanaticism to another, 
and our own common beliefs of today will tomorrow be the residual super- 
Stitions of the ignorant. An example of a system of beliefs that today would 
be considered psychotic by most people, yet was once accepted as self- 
evident fact follows: 

Cultural Schizophrenia. In the middle ages it was widely believed that 
agents of the Devil in the form of incubi and succubi “possessed” and in- 
habited persons who had made unholy compacts to sell their souls in ex- 
change for earthly power over the devout. An official treatise, called the 
Malleus Maleficarum, was issued during the Inquisition to aid in the de- 
tection of such persons, and in it were described in detail certain typical 
experiences and identifying marks (such as an area of anesthesia outlining a 
“devil's claw”), by which a suspected “witch” could be condemned. It is a 
matter of record that many thousands of persons, though obviously psy- 
chotic by present-day standards, participated so thoroughly in the beliefs of 
the time that they freely “confessed” hallucinated experiences with the 
Devil himself, almost gleefully pointed out the “marks” he had left on their 
bodies and claimed great powers as a result of these dealings. From the ac- 
Counts of various Inquisitors it appears that in many cases such delusions, 
although they made torture and death almost inevitable, yet had their func- 
tions; the victim was either convinced of his thaumaturgic powers and im- 
mune to the reality of his danger, or he was equally certain that his immo- 
lation was only an adventurous step to some other, more desirable non- 
earthly existence, 

So also in later times psychotics h 
Popular beliefs of the day. For instance, in the early nineteenth century, 
after various misconceptions of “mesmerism™ had been popularized, many 
Persons believed themselves to be influenced by some Known sor unknown 
“hypnotist” who compelled them to act “against their will” although it 
Was usually demonstrable that what they were “compelled” to do really 
Expressed their own inhibited and deviated desires. Later, and again run- 


ave appropriated and distored the 
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ning parallel with popular misconceptions of current physical science, psy- 
chotic individuals attributed their hallucinated sensations or experiences to 
“phlogiston,”” “magnetism” or “electricity.” Today “radio waves,” 
“radar” or even “atomic energy” are the mysterious all-penetrating tools 
of the nefarious “They,” the eternally depersonalized Persecutors ofthe psy- 
chotic (cf. Plate II). In this way, delusions, though they constitute a distor- 
tion of “reality,” nevertheless reveal an indissoluble residue of the indi- 
vidual’s experiences and culturally conditioned interpretations. 

In the unconscious dynamics of the individual, delusions, like other 
sensorial aberrations, subserve 


» delusions attribute to other persons one’s 
own inadmissible desires or idea ; 
conduct (delusions of influence), they 
explain irrational behavior on spuriously “logical” 


CASE 48. Schizophrenic delusions (295.3). Wanda Viasczinska,* the daughter of 
intelligent and cultured Czech im y at the age of eight 
ere her father, though an excellent ar- 


cultivated few social activities and no friends. Instead, her only į 

Secret writing of highly dramatic novelettes and plays. The favorite heroj 
Productions was a Poor but talented and beautiful girl who, despite 
fetings of fate, finally won fortune and acclaim for 
Peculiarly ambivalent reaction to her family, she b 


Various buf- 
some artistic Masterpiece, In a 
came increasingly ashamed of 


* The Patient's name is of course disguised in this Presentation. 
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her “un-Americanized” parents and her poor home surroundings; conversely, she 
professed great pride in her popular and successful brother, especially when he be- 
came a volunteer Air Force cadet. But this pride, too, was a private affair; after his 
departure from home, she became all the more reserved and solitary, and, when 
otherwise unoccupied, began to indulge in long and fanciful daydreams, usually as 
to how she would become a nurse, join her brother in the American military forces, 
liberate Czechoslovakia from Russia and herself become a world-renowned heroine. 
The parents were not unobservant of her progressive isolation and social desuetude 
and finally insisted that she stop working after school in order to have time for 
normal recreations and social contacts. The patient compromised by devoting her 
free time to volunteer war activities, but again selected solitary tasks such as folding 
and addressing civilian defense circulars at home. Other peculiarities of behavior 
appeared which indicated a developing delusional context: for instance, the patient 
suddenly decided to change her Slavic surname of Viascezinska to the Anglo-Saxon 
“Wallace,” and thereafter became infuriated if anyone used her original name. The 
patient went out on a few dates on her parent's insistence, but compared her com- 
panions openly and unfavorably to her idealized brother, violently resented their 
tentative sexual advances and soon dropped further contacts in this direction. Her 
grades during the last year of high school dropped rapidly as her work became 
disorganized and fragmentary, but although a few of her teachers noted the 
Patient's growing peculiarities, she was lost in the mass-education “platoon system” 
of the school and given no individual attention or guidance. 

The break that precipitated her frank psychosis occurred under these circum- 
Stances: one day the family received word that the patient’s brother, far from 
making a success in the Air Force, had actually been responsible for a serious ac- 
cident, and had been dismissed from training because of recklessness and in- 
competence. The patient's reaction to this news was definitely abnormal; she 
assured her parents that although the notice received was “possibly a joke,” it was 
more probably the Government's test of their loyalty and patriotism. Two days 
later the patient suddenly announced during a recital in class that her brother was 
now the leading air ace of the war, and supported this assertion by displaying a 
newspaper bearing a photograph and description of a flyer who in no way re- 
Sembled her brother. When these discrepancies were pointed out to her by an as- 
tonished teacher, she explained them in a mysterious, disconnected manner on the 
basis of “military secrecy” and asserted further—but with little emotion that So- 
viet spies who were in conflict with “American pilgrims” were after her at that 
moment, not only because of her brother, but to prevent her “from writing a book 
that would give away my information to make Czechoslovakia greater than 
Russia.” Since the patient's behavior was now obviously psychotic, she Was hospi- 
talized soon after this episode. By this time her ideation and speech, disjointed or at 
best frequently blocked, was “rendered even more incoherent by occasional 
Neologisms such as “frisgrace.” by which the patient apparently meant a com- 

ination of “fame“ and “disgrace.” She wrote long letters to her brother “in the 
Czechoslovak Air Force,” but the manuscripts consisted of criss-cross unde- 
Cipherable writing and were illustrated by unexplained symbolisms of intertwined 
lines and forms. One other episode was significant: with great difficulty, the 
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patient was one day induced to join a group ina simple game of emaes pi 
little wooden dwarflike figures. She played mechanically and desultorily oe 
by accident she hit one of the male figurines, whereupon she suddenly Poe 7 : ae 
tured wildly and then fell to the floor in seeming oblivion. Later she ‘exp ite 
vaguely that by her act she had not only “knocked her brother from the skies” bu 
had, in some omnipotent manner, injured all fliers everywhere. 


tory functions. Thus, she displaced her reactive hostility toward her Parents 
onto a condemnation of their “foreign customs” and even their surname, 
yet indicated her regressive yearnings for reunion with them by her alle- 
giance to Czechoslovakia, her identifications with their favored son, and 
her rejections of social or sexual emancipations from the home. The 


CASE 49 Paranoid delusions (2970) A forty- 
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or, if they finally willed i, eventual death. The Patient's persecutors were vaguely 
and variously identifi “astrologers.” or supernatural cosmic 
influence called “Summa Loqui” (the 
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PLATE I: An Influencing Machine (v. Case 49). The author is indebted to Dr. ‘Adrian H. 
VanderVeer for the material of this Plate. For a psychoanalytic discussion of the concept of 
an influencing machine, cf. Tausk (1933). Reproduced from Masserman, J. H.: Principles of 
Dynamic Psychiatry, ed. 2. 1961, pp. 82-83. with the kind permission of W. B. Saunders Co., 
Philadelphia, Pa 

Plan of the construction was always the same and the objects it influenced varied 
Only within narrow limits. 


Disturbances in Motor Patterns 

Examples of psychotic motor patterns have already been cited in con- 
Nection with Cases 43 and 46. Other disturbances particularly associated 
With schizophrenic reactions may take the following forms: p 

Stereotypy. By this is meant a tendency to fixity (posturing, attitudi- 
nizing) or repetitiousness of behavior in thought (aurochtony), word 
(verbigeration) or deed (stereotypy). Dynamically, this concentration on 
One recurrent behavior pattern may serve to exclude other less acceptable 
Ones, whereas the one selected may itself express certain obscure and de- 
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viated wishes, as condensed either into newly formed words (neologisms) or 


as symbolized by repetitive gestures and movements. The following is a 
clinical example: 


CASE 50. Schizophrenic Stereotypies (295.0). A Polish woman who had been in a 
state psychiatric hospital for two years did little all day but sit humped over a stool 
repeating the sound “Boligo!” and making a Peculiar downward swoop with her 
right hand, followed by a waving, pushing motion of her palm. Her left arm, which 
was held motionless, showed a marked atrophy of disuse, whereas the musculature 
of her right shoulder and arm was hypertrophied from her app: 
exercise. The patient would Struggle against any interference with 
motions; if they were forcibly restrained, she 
catatonic passivity, 


arently tireless 
her sterotyped 
would go into a state of mute, semi- 
only to resume her chant and gestures upon release, 
matronly attendant of Polish origin was assigned to duty in the ward, an 
of their ethnic kinship, began to take particular interest in the patient, 
responded slowly and suspicously, but after sever. 


One day a 
d, because 
The latter 
al weeks began to converse hesi- 
relationship some history was ob- 
ior could in part be interpreted, 
nteen and had been given no op- 
n a few words of English. Instead, 
her family to a middle-aged tailor, 


He had mistreated her from the 
added beatings ani 
relationship. The patient appealed to her family 


s later this changed to a delu- 
sional conviction that she had alre: i 
municated from the Churel 


as committed to a state hospital 
where no one spoke her | 


anguage or gave her any but the barest custodial care: 
under these circumstances, her habit Patterns deteriorated rapidly into the peculiar 
Sterotypes previously described. Symbolically, these consisted of a common Polish 
word of her childhood, “boli,” Meaning “pain,” combined with the English word 
“go.” This wishful combination “pain, go!“ was accompanied endlessly by the 


eedle (symbolically, her husband), 
ure of avoidance and dismissal. 
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seems to make a distant mockery of interpersonal rapport and communi- 
cation. 

In contrast, a negativistic patient will resist all manipulation and, if 
force is used, may attempt to substitute the precisely converse motor pat- 
tern. As may be expected, such patients, between periods of relative quiet, 
are subject to catatonic furors, characterized by rapidly changing hallucina- 
tions and delusions, wild excitement and violent hyperactivity that may be 
homicidally or suicidally dangerous. 


PREVIEW OF THERAPY 


The Pharmacologic, psychotherapeutic and social rehabilitative therapy of 
the psychoses, will be presented, as noted, in detail with suitable case illus- 
trations in a later volume in this series. Here, however, we may briefly note 
that the forms of therapy described in Chapters 2-7 for the less pervasive 
behavior disorders must ‘be modified in accordance with the following ob- 
jectives: 

(1) To furnish, when necessary, a specially designed and protective 
milieu, with medical provisions for intercurrent illnesses. ; 

(2) To counteract marked and ominously expanding psychotic pat- 
terns by every effective means, including, as indicated, phenothiazine and 
other medications or, far less frequently, dauerschlaf, “shock” modalities 
Or even cerebral surgery when all other measures fail. ; ; 

(3) Concurrently, to establish rapport between the patient and his 
therapist not by verbal techniques alone, but by utilizing other, possibly 
More meaningful modes of communication such as behavioral rewards, 
Play activities, music, calisthenics and occupational retraining. — 

(4) To permit the development of varieties and intensities of thera- 
peutic relationships with ancillary therapists which are not ordinarily 
needed (and are usually contraindicated) in the treatment of nonpsychotic 
states, 

(5) To utilize these initially fragile and deviant therapeutic rela- 
tionships in a manner best calculated to convert them from psychotic 
transferences into more mature, stable and realistic forms of interpersonal 


and group interactions. 
_ (6) To leaven this process with a de 
active guidance not usually indicated in t 
(7) To employ every social resource 0 
munity that might aid in the familial, occupational, 
rehabilitation of the patient. 


gree of warmth and a continuity of 
he therapy of neurotic deviations. 

f the hospital, clinic and com- 
esthetic and social 
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Appendix B. Glossary 


CLINICAL DEFINITIONS OF PSYCHIATRIC TERMS 


AFFECT Generalized feeling tone, usually distin: 
and pervasive, less intensely reflected Physiolo; 
content. 

AFFECTIVE PSYCHOSES Psychoses 
in mood; e.g., depression or mania, 


guished from emotion in being more persistent 
gically and with more generalized ideational 


(q.v.) prominently characterized by marked changes 


and manifested by a variable but usually 
hasia, apraxia, intellectual deterioration, 
sionally, convulsive seizures. 


e for the same person. 


AMENTIA Lack of development of intellectual (q.v 


connotes an inability to recall specific eve 
episodes between them. 

ANACLISIS Dependent leaning on another. 
ANHEDONIA Inability to experience pleasure, 
ANIMA The inner feminine nidus of men (Jung). 
ANIMUS The inner masculine nidus of women (Jung). 


ged neurotic self-starvation: in young women with amenor- 


compulsive, paranoid or other accustomed adaptations are transgressed. 4. may stimulate solu- 
tions of problems, or rise to Panic. 


ANXIETY SYNDROME The i 
palpitation (consciousness of racin 


abdomen, sweaty, flushed or pale 
feelings of impending catastrophe. 


isolation. 
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ais AA Peas E og technique of requiring the patient to express or 
icon ee sations and emotions as they occur during the analytic hour. 2. The 
he eines ether prodromal experiences (sometimes hallucinatory) which regularly 
pa aie cl A abe oe episode of a paroxys mal disorder; eg. migraine or epilepsy (q.v.). 
BE ns wi ec = al, repetitious, apparently undirected, symbolic behavior, often 
AUTONOMIC ae Pa] enn fugue states or schizophrenia (q.v.). 

E a /OUS SYSTEM The portion of the nervous system that regulates the 
aes m rile internal organs. Its parasympathetic (craniosacral) division is in general 
la alae pei itory: its orthosympathetic (thoraco-lumbar) division is in general catabolic 
Bee oh ny (a) there are specific exceptions in organ-innervation, and (b) the two divi- 

ely interactive. 


aap come A system of psychology (J. B. Watson) that studies the conduct of human 

Stier A on the principle of association and professes to exclude consciousness and 

Stel tee pct ive and conative considerations as irrelevant epiphenomena. Therapy (J. Wolpe) 

E o. inhibition (q.v.) and reconditioning. 

BIODYNAM Sexual intercourse with animals. 

rental eee acs The historical, comparative and experimental study of the genetic, environ- 

BULI ME Bees and therapeutic dynamics which determine the behavior of organisms. 
xcessive hunger and food intake. 


I RATION CON PLEX In psychoanalytic theory, fear of traumatic degenitalization in 
variety w z punishment for forbidden erotic desires. The term, however, has been used with a 
ghaniiehe sare ranging from fear of literal castration (Freud) to symbolic deprivation 
CATA rished possession. 
May 6 PLEXY A transient attack of muscular weakness with or without loss of consciousness. 
Chast in conjunction with narcolepsy (q.v.). 
Speni ROPHIC REACTION Severe disintegration of 
CATATON Patients whose adaptive capacities are impaired b; 
rigidity IA A clinical form of schizophrenia (q.¥-) charact 
ae or, rarely, flexibilitas cerea (v. text), stupor, occas! 
Pisodic course, 
ee The partial dissipation of the morbid residua of a repressed traumatic experience 
Oe ig lia verbalization or acting-oul. accompanied by an emotional discharge or ab- 
HOEKE n. This occurs during psychoanalytic therapy. or it may be induced by hypnosis (hyp- 
hei ER] or drugs (narcoanalysis) with or without interpretation and guided retraining by 
elec Metis aa a form of rapid therapy often effective in acute combat neuroses 
sley, Grinker). 
a In psychoanalysis, “libidinal charge,’ 
canes icance or value-tone for the individual; ¢.-. 
Cie tree affect with reference to a thing or person. — W 
re ACTER The interrelated patterns of behavior of an individual: distinguished by some 
Om personality, in that the latter may mean more specifically the social manifestations of 
character Patterns. 3 
SA MUNITY MENTAL HEALTH Preventive an 
COMPLET with allied disciplines and social agencies. ’ s a 
Pea EX, INFERIORITY In Adlerian individual psychology. covert feelings of inferiority 
T adequacy stemming from excessive disciplinary subordination or physical inadequacies 
(organ inferiority) in childhood, for which the individual may try to overcompensate by 


behavior under excessive stress, 
y cerebral injury (K. Goldstein). 

erized by negativism (q.v.), motor 
onal marked excitement and an 


* or investment of an object or idea with spe- 
individualized love, hatred, or ambivalent 


d therapeutic psychiatric programs in 
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excessive ambitiousness, aggressiveness, domination, or special accomplishme erc: 
the handicap. s 
COMPLEX, OEDIPUS In early psychoanalytic theory, the erotic attachment of the child to 
the parent of the opposite sex, repressed because of the fear of castration (q-v.) by the jealous 


hebes, exiles his infant son Oedipus, 
who is rescued by a shepherd. Later Oedipus in his wanderi 


vicissitudes and hopeful solutions.) 
COMPULSION An act carried out (despite some conscious rejection and resistance by the 
patient) in accordance with a persistent idea 

anxiety should the impulse not be followed. 
CONATION Covert motivation. 
CONDENSATION process by which many concepts may be represented by one. For 
instance, in symbolic imagery a esent phallic erotism, slinking danger, low 
bestiality, pitiless aggressivity, 30, too, a Phobia or a conversion 


: tastic, inconsistent and variable 

eved by the Patient during its telling to fill in gaps of 
as in alcoholic (Korsakoff) or senile 

Psychoses, (qq.v.). 

COE Conscious inhibitions through covert fear of Punishment. See Guilt, Superego. 


S whereby sexual libido is “converted” 


i y mainly used to 
designate hysterical (q.v ) sensori mA i 
8 ysis 
COU ae ~ € aversion to) feces or dirt. 
tionships, partly un analytic ae Prelo beni ase 
impair the ideal objectivity of the anal e sai 


attitudes toward 
the patient, based o; attitudes towa 


and mental retardation due to thyroid dys- 


ich is in accord with the conscious 
ugh not always Practically, distin- 

-Y.), in Which the aberrant conduct is de- 
n for extrinsic gain, and (2) from Psychotic behavior 


‘V.), in which excesse. a 
(q.v.) Ses of © affect or distortions of generally accepted reality oc- 


casion the antisocial act. 
CYCLOTHYMIA A 
cially with regard to alt 
melancholia). 


aoe Ke Persistent, irrational OF exaggerated shifts in mood, espe- 
ations of euphoria (hypomania, mania ) and depression (Aypothymia, 


DEATH INSTINCT See Instinct, 
ea HANISM l. In Psychoanalytic theory, a Process by which the Ego (the 
orientative and integrative portion of the Personality) Partially satisfies the unconscious in- 
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stinctive drives of the Jd by behavior that conforms with the self-regulative demands of the Su- 
perego (qq.v.). 2. In general, adaptive modes of behavior constituting compromises among the 
needs of the Organism and its experientially contingent perceptions and evaluations of its milieu. 
DEJA xu An illusion of having seen a place or event previously. 

DELINQUENCY Asocial, antisocial, illegal or culturally nonconforming conduct in a minor. 
DELIRIUM In modern usage, a state of disorientation and confusion (often with rapidly 
changing, generally fearful hallucinations) induced by the toxic effects of organic diseases or 
drugs, (¢.g., alcoholic delirium tremens). 

DELUSION A fixed belief widely deviant from the cultural norm, and impervious to persua- 
sion or reason, 

DEMENTIA Deterioration of perceptive, integrative and responsive (e.g., “intellectual”) ca- 
Pacities due to organic disease of the brain. 

DEMENTIA, SCHIZOPHRENIC A term referring to the supposed “mental degeneration” in 
schizophrenia (q.v). However, there is only disinterest in, and abandonment, disuse or distor- 
tion of, complex intellectual and social processes, but no demonstrable deterioration of ca- 
pacitigs (dementia) occurs unless secondary organic cerebral changes supervene as a result of 
the Patient's physical debility or intercurrent diseases. 

DENIAL In psychoanalysis, an unconscious defense w hereby the patient refuses to recognize or 
acecpt unwelcome conations or concepts. 

DEPERSONALIZA TION A subject's feeling or belief that he has lost his identity. D. is eva- 
nescent in Aypnoagogic States or in neurotic reactions, but may be persistent and accompanied 
by Cosmic delusions in the psychoses (qq.v.). 

DEPRESSION A State characterized affectively by maintained dejection in mood, ideologi- 
cally by gloomy ruminations or forebodings, and physiologically by the depressive syndrome 
(q.v). Depressions range in intensity and persistence from evanescent “blues™ to deep melan- 
Cholia. See Psychoses, depre: i 

DEPRESSION, REACTIVE 
have rational reference to “actual” rather than “symbolic” frustrations, deprivations or ad- 
versities in the life of the patient. Distinguished from psychosis by the criteria listed under the 
latter (q.v.), 

DEPRESSION SYNDROME Typically includes varying degrees of anorexia, loss of weight, 
Constipation or other gastrointestinal dysfunctions, easy fatigability and diminished sexual 
de; ré. In women, disturbances of menstruation are common; in men, relative impotence. 
Energy is generally decreased so that ideation and action are slowed, but diurnal variations 
(morning retardation, partially dispelled toward evening) may occur. However, there may be 
episodes of markedly increased appetite (bulimia), or a persistent, aimless, motor restless 


€. i 
self-limited state, the content, intensity and duration of which 


ess 


(agitation) ma 
Nay supervene. ` aa, 

DER EISTIC Unreal delusional; i.e., not in accordance with generally accepted interpretations 
Of space, time and logic. Generally applied to schizophrenic or paranoid fantasies and their “ir- 
SRA organization. 

ESENSITIZATION See Reciprocal inhibition. 

$ See Reciprocal inhidt ° A PE PEINE EN ened 
DE TERIORATION | Degeneration of intellectual capacities due to organic cerebral disease 
(e.g., alcoholic d.; senile d. ). as manifested by various aminesias, asphasias, apraxias, distur- 


bances of category formation and impairment of energy (power factor), or loss of other in- 


tellectual functions. 
DIAGNOSIS Determination of the nature of vital processes and their somatic and behav- 
ioral effects. In modern psychiatry, diagnosis entails a balanced survey of the nature, con- 


text and extent of all significant aberrations, as distinguished from mere superficial classifi- 


sation by “di ease entities” (taxonomic nosology). 
DISPLACEMEN T The transfer of symbolic meaning and value from one object or concept to 
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another: e.g., a mother may cherish a pet excessivel 
unconscious hate of his father onto his boss: or a 
functions in obsessive-compulsive oral hygiene. 

DISSOCIATION 1. The severance 
thoughts and affects. 2. Complex ci 
among themselves, may appear un 


y after her child's death; a man may redirect 
girl may conceal displaced concern over genital 


of normal relationships and sequences among motivations, 
‘ombinations of behavior Patterns which, though integrated 
related to the rest of the Personality, giving rise to “double” 
or “multiple personality” (Prince) or to “encapsulated paranoia.” 

DISTORTION An adaptive alteration of a 
wishes or prejudices; e.g., an aberrant a 
teristics of a loved or hated person. 
DOWN'S SYNDROME A genetic defect (t 
intellectual retardation. Formerly Mongolism 
DREAM FUNCTION In Psychoanalytic theory, a process by which dream fantasies express 
unconscious wishes and reexplore and allay anxieties through symbolic representation and reso- 
lution. 


Perception or concept to conform with the subject's 
Pperception and evaluation of the Personality charac- 


Tisomy 21) causing physical maldevelopment and 


ECONOMICS |. In dynamic 
balance of adaptive Processes 


Psychiatry, the study of the res 
to produce final behav 
ither to the pleasure 


Pective weighting, interaction and 
ior. 2. In Psychoanalytic theory, the dis- 
Principle, the psychosexual development or 


mind” or Personality which is in 
es, perceives and evaluates the milieu through in- 
acceptable compromises between the blind drives. 
‘onscience) and idealizations 


or goals, thus avertin, 
mechanisms to the de 
EGO-IDEAL In ps; 
orientates and directs t 
whom the subject has, i identified his i 

n own inte ests. 
EIDETIC IMAGERY Vivid, d ise 


g disruptive 
mands of reality 
ychoanalytic theory, 
he Personality 
n the past, 


ion of the Superego which 


toward attainments —usually those of other persons with 


f i etailed, accurate, 
sensory impressions, reported to be present in 60 p 
Types, Jaensch). 

r RO CONVULSIVE THERAPY A form of treating psychiatric disorders by passing 
an electric current through the brain, usually with the induction of convulsions and coma. 
EMOTION A state of excitation manifested during conative pres: c : 

characteristic physiolo; r motor expressions (e-moto). 
EMPATHY The objective or “i recognition of the nature 
another's behavior, as distinguishe thy, derived fro 

affective experiences. See Rapport. Ë phd 
ENCEPHALITIS Inflammation of the brain, 


ENGRAM Neural Fepository of memory, 


voluntarily controllable recall of previous 
er cent of children and in some adults (see 


and significance of 


d from sympa onding conative and 


EPICRITIC SENSITIVITY Acce 
point distance on the skin; disti 
(Head). 


A appreciation of light touch, temperature and point-to- 
ESOR grosser protopathic sensations of pain or pressure 


ilson and in status epilepticus. 
n etiology, course and prognosis 
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EPILEPSY, JACKSONIAN Recurrent convulsive movements beginning in one extremity and 
accompanied by minimal disturbances of consciousness. These may arise from circum- 
scribed cerebral lesions (Hughlings Jackson). 

EPILEPSY, MAJOR (GRAN MAL) Episodic disturbances or abolition of consciousness, 
with tonic contractions rapidly involving the whole body (opisthotonos), followed by violent 
clonic movements, during which there may be urinary or fecal incontinence. The attack may be 
heralded by a prodromal aura (sensory, affective or hallucinatory experiences) and the convul- 
sions may be immediately preceded by an explosive epileptic cry. If the patient is not prepared 
for the seizure he generally falls, and may bite his tongue or injure himself during the convul- 
sions. Post-dromata often consist of lassitude, muscular weakness or soreness, headache, and 
amnesia for the seizure. Epilepsy may be distinguished from toxic convulsive states (e.g. 
strychnine tetany) and hysterical seizures (qq.v.) by its etiology, symptoms and course. 
EPILEPSY, MINOR (PETIT MAL) Characterized by relatively mild muscular movements, 
Or sometimes only by momentary impairments of consciousness (absences), during which, the 
Patient may automatically continue his previous activity (minor epileptic fugue). 


EPILEPTOID PERSONALITY Thought by some to comprise traits of intense affective am- 
sm and religiosity, and 


bivalence, obsessive-compulsive tendencies, hyperse sitivity, my: 
Propensity for vacillating instability between extremes of impulsive behavior. However, it is 
highly probable that the concept of an “epileptic character type” has no independent validity, 
and in the Telatively few patients in whom such traits are marked, they represent secondary neu- 
otic reactions to the epileptic disorder rather than a correlated constitutional deviation. 

EPILEPTIC EQUIVALENTS Any episodic sensory, motor, or experiential phenomena that 
May replace convulsive seizures in epilepsy (psychic epilepsy). : ; 

EPILEPTIC FUGUE A state of disturbed, clouded, bewildered or dreamlike consciousness 
with integrated but automatic and occasionally violent a tivity following epileptic seizures. The 
fugue may persist from minutes to (in rare cases) da. d is thereafter generally submerged in 


almost complete amnesia. 
EPILEPTIC STATUS (STATUS EPILE 
Seizures which, in extreme cases, may lead to exh 
trolled, g E" 
EPINOSIC (SECONDARY) GAIN Advantages derived from an illness or behavior disorder, 
as distinguished from the essential paranosic determinants and phenomena ofthe re pels 
EXISTENTIALISM Phenomenologic knowledge of and responsibility for “the self” (Heideg- 
ger, Sartre, Camus, et al.). i 
EXTINCTION The di appearance of a conditioned reflex (Pavlov) when it is repeatedly 
elicited without reinforcement by the unconditioned reflex (see Conditioning) through the pro- 
vision of a reward. - 7 
EXTRASENSORY PERCEPTION (ESP) Information supposedly acquired other than by the 
five acknowl i ? 

ai edged sensory routes ne wade 
EXTROVERSION Interest and participation in the “external would Fi se ston 
introversion, or preoccupation with endogenous “self-centered” fantasies and autistic behavior 
(Jung), 

EUPHORIA Illusory sense of excessive well-being. 


PTICUS) Incessant or nearly continuous epileptic 
austion and death if not therapeutically con- 


FETISH A symbolically cherished object. 
IXATION 1. The persistence of a definite go | 
theory, the continuation into later life of some pregenital (e-8- 
roe of, objects (/ibidinal cathexis. qq.¥.)- 
MICATION Sensation of crawlings on the skin. : r 
FUGUE A state in which the patient's consciousness and behavior, though they may be well in- 


al or pattern of behavior. 2. In psychoanalytic 
_oral or anal) phase of interest in, 
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tegrated, show an apparent break in continuity with 
leave an almost complete amnesia for their duratio 
generally penetrable amnesia (qq.v.) 


Previous patterns. Epileptic fugues (q.v.) 
n: hysterical fugues leave a lacunar and 


GALVANIC SKIN RESPON 
during emotional excitement. s b 
GANSER SYNDROME Pretended insanity. 


GENDER IDENTITY Cultural adoption of a gender role, as opposed to genetic sexuality. 


GENERAL PARESIS (DEMENTIA PA RALYTICA) A behavior diso 
precipitating cause of which is syphilitic infection of the brai 
characterized by dementia, dysarthria and ha 
may appear and dominate the clinical picture. 
GESTALT Holistic integration of 


SE (GSR) Decreased dermal resistance to a direct current 


rder, the organic 
n; in late cases, a frank psychosis 
bit deterioration. Pathognomonic neurologic signs 


perceptions and responses. Se 


e also Psychology, Gestalt. 
GRANDIOSITY Delusions of being wealthy, famous Powerful, omniscient, etc 
GUILT Dread of loss of love or retributive Punishme 


An auditory, visual, tactile (haptic) or other Perception accepted as real 


ternal sensory stimuli. Hallucinations differ 

O corrective reorientation occurs immediately 
s the rapidly changing, fearful hallucinations of 

toxic deliria may be recalled as ecovery, 

E Anatomically bisexual, 

cir metabolic Proc s in so far as 

“ace survival (C. Bernard, W. Cannon). 

HYPNOCATHA RSIS See Catharsis. 

HYPNAGOGIC Semiconscious State, usi 

HYPNOSIS (HYPNOTISM 


ishes. “Forgotten” memories may be re- 
called, and altered States of Sensibility, p i r function may be induced. Ac- 
compulsively 


j A Orimotor dysfunction, e &.. hysterical blindness. pa- 
ralysis or convulsions. 2. The lay term for great emotional and motor excitation (“hysterics”) 
should not be used in this sense in Psychiatric description or 


+ Mainly unconscio; 
or identity of another individua © possessing adv; 
and desires, 

IDENTITY CRISIS Intense doubt as to one’ 
IDIOCY, MORAL (MORA 
noting a serious lack of * 
tablishment of social respon 
ILLUSION Misinterpretat 
supplementary examination 
IMBECILITY General intel 


s role in life 

L INSANITY OF PRICHARD) Almost obsolete terms con- 

‘moral sense” or “moral development,” ie.. the inadequate es- 
ations, Cf Criminality, Sociopathy. 


Percept: usually fleeting or correctable by closer or 
of the stimulus which induced the illusion. 


NCY such that the average intelligence level is between 
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about one-quarter ; ai 
INHIBITION 1. Bey a poor ha Ss end singh espa 
act. 2. In psychoanalytic cheer he pend X Pig is EA, peers Hore er 
recognition and response, Hece al Si E Fe an of I ‘ instincts from teaching conscious 
In Pavlovian reflexology (a) the T i oe spoe direčted by the Superego (qq-v.). 3. 
contrary inhibitory ee fis Sn eget SS se, conditioned reflex by a 
Cerebral cortex, controlling the > r : 3 nek oF a radiating inhibitery proses: over the- 
INSANITY eee sa e corresponding neural reflex arcs. 
wrong,” or a Sena be gore A oc Sane ee To A SSeS righ tea 
dineeriwerhere” niedu ch the patient is una le to care for himself or constitutes a 
INSIGHT | os n b e d istinguished from the psychiatric concept of psychosis (q.v.). 
inaa “inean a y. the patient's own explanation of his illness, progre ively judged “dis- 
theoretic SEA i ? by the observer in so far as it coincides with his own 
professed or year pie Jn psychoanalys s. the extent of a patient s true (as opposed to merely 
ln Gestalt cul un ea ces of the origins and unconscious dynamisms of his behavior. 3. 
figuration or of i He, the phenomenon of sudden grasp (ah-ha! erlebnis) of a perceptual con- 
INSTINCT om i Seta to a problem. É 
inborn nien A ps ychologic term with variable meaning, but generally connoting an 
tory instinct in € an certain specific patterns of behavior (e.g., the sex instinct, the explora- 
Production (Ere -). 2. In older psychoanalytic theory, a primary tendency toward life and re- 
INTELLIGENGI or toward destruction, dissolution and death (Thanatos). 4 a 
perceive, Gane = ie sum total and degree of development of the organism s capacities to 
that there is age integrate and manipulate its environment (Tolman). Spearman contends 
s an over-all index (g) of general intelligence, plus factors for perseveration 


©). fluency (A. will (w) and speed (s). Others di ide intelligence into less interdependent 
and social i. (Thorndike), or various special (statis- 
as memory (m), verbal fluency (w). 
other factors of induction, deduc- 


“good.” ete., 


Capac 
delle wee abstrach Bs mechanical b 
space PTA vectors of intellectual capacity such 
tion, speed Pe (s), number facility (n) and. possibly. t ne 
P a time, perception, judgment, closure (including flexibility) and rate of 
intelligence es biguous perceptions (Thurstone). In any case. the ordinary tests (q.v.) of general 
abilities: ce (eg, the Stanford-Binet or Kuhlman) indicate only rough averages of these 
fective Hise they often do not take adequate account of intercurrent conative and af- 
INTELI CENA of ihg previous training and experiences of the subject. j 
test of nen CE QUOTIENT (1.Q.) A figure indicating the subject s performance on some 
(chronologi een (q.v.) in relation to the statistical norm for his age: e.g.. a child of 12 
ford-Binet E age) whose performance totaled the 81/2 year level (mental age) on the Stan- 
INTROJ tee would have an 1.Q. of 81/2 + 12 or 71. See Intelligence. 
Person, ECTION In psychoanalysis. imaginal incorporation or absorption of an object or 
IN 
ieee Preoccupation with self À e EER 
usually an N A sudden understanding oF conviction not jas e g romei 4 A ng: 
“insigh Si integration of stored data and wishes W hich reach consciousness as an i uminating 
ght™ or inspiration. The resulting behavior may oF may not be adaptive or favorable. 


subject. 


) characterized by inflamma- 


usually alcoholic 
isorientations, amnesia with 


KORS ; 
SAKOFF PSYCHOSIS A toxic psychosis ( 
lyneuritis). d 


tory 

soho, eee changes in peripheral nerves (po! 
ulation and intellectual deterioration (dementia) (Qq.¥-)- 

LATENC 

or ee PERIOD In psychoanalysis. libidinal quies¢ nce between the oedipal ages of four 

© and pube z s 

LIBID ne 

More Ae l. In psychoanalytic theory. the energy 4 
Mited sense (medical and lay) the desire for 


ssociated with the instincts of the Id. 2. Ina 


sexual re 


Jationships: sex drive 
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LOVE I. An affect or sentiment evoked by a Person (concept or object) that fulfills one’s 
needs or expectations. (This definition is not recommende 
“Love is the effort of two solitudes to Protect and touch 
Rilke. See Rapport. 


d for domestic consumption.) 2. 
and greet each other— Rainer Marie 


MALINGERING The deliberate simulation of di 
viduals. 

MANIA A syndrome of excessive elation, ideati 
Psychosis, manic. 

MANIFEST CONTENT Recalled events in drea 
content. See Dreams 
MANNERISM A characteristic ex 
consciously repetitious, but minor, 
bolically bizarre and persistent in sch 
MASCULINE PROTEST Overassertion of v 
MASOCHISM 1. In Sexology, erotic plea: Ay 
psychoanalytic theory, the satisfaction of destructive instincts (Thanatos) “turned against the 
self.” 3. in biodynamics, the satisfaction of i 

certain aspects of which may appear unpleasa' 
MECHANISM 1. In Psychoanalytic theory, the interaction among psychic “structures”: €.g.. 
the Ego “defends itself” against the Id by the “mechanism” of repression (qq.v.). 2. In biody- 
namics, a process of conti nismic adaptation devoid of any implication of 
isolated patterns. 

MELANCHOLIA A severe 
MENS REA Intent to harm. 
MENTAL HYGIENE A term employed (but not coined) by A. Meyer to designate the 
development of optimal modes of personal and social conduct and the prevention of psy- 
chiatric disorders. 

MESMERISM “Animal ism” Tet in P 

META PSYCHOLOGY 1 of Mesmer; later hypnosis. 


sease; usually, however, by neurotic indi- 
on, distractibility and restless activity. See 
ms, interpreted psychoanalytically as /atent 


pression, gesture or movement. When stereotyped and un- 


it is termed a zic. Such movements may become sym- 
izophrenia (q.v.). 


irility or dominance in either sex (A. Adler). 
sure derived from Physical pain. 2. In older 


ngent and total orga 


depressive Psychosis (q.v.). 


, internal 
(including speech) and external action. enomena of body in interna 
M’NAGHTEN RULE A legal Precedent from th . 
land, 1843) to the effect (a) tha à © murder trial of Daniel M’Naghten (Eng: 


elligence (1.Q) of 50 (low grade m.) 
nce tests with a “norm™ of about a 
© sexual perverts. 

Ss; theoretically distinguished from 
ked Self-recriminations, persistent 
- Cf. Psychoses, depressive. 


4 or more disparate ie 3 in- 
dividual (Morton Price), p! roles successively acted out by one 
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NARCISSISM or NARCISM From Narcissus, who, for rejecting the devotion of Echo, 
was condemned by Nemesis to fall in love with his own reflected image. In psychoanalysis, 
equivalent to original self-love, or to the reidentification with, or fantasied reincorporation of, 
objects or persons given a temporary investiture (cathexis) of object-love. The first form is 
called primary narcissism, the rederived form secondary narcissism. 

NARCOLEPSY Recurrent episodes of trancelike or sleep states, occurring with no, or almost 
no, warning, and persisting from a few seconds to several hours, They may be of neurotic 
etiology. See epileptic equivalents. 

NARCOANALYSIS See Catharsis. 

NARCOSYNTHESIS A therapeutic procedure in which the patient is given a hypnotic drug 
(e.g., Pentothal) to alleviate his acute anxiety, permitted to express his repressed memories, 
affects and conflicts (cf. Catharsis) and then guided by the therapist to conative and emotional 
reintegration, behavioral readjustments and social rehabilitation. 

NEED A psychophysiologic (metabolic) deficiency or imbalance translated dynamically into 
behavior (characterized variously as motivated by desires, drives, goals instincts, wishes, 
strivings, etc.) intended for the direct or indirect satisfaction of the deficiency. 

NEGATIVISM Excessive opposition to directives. 

NEOLOGISM An individually coined, usually incomprehensible word. 

NERVES, NERVOUS, NERVOUS BREAKDOWN, NERVOUS SPELLS, ETC. Lay eu- 
phemisms used vaguely to describe behavior disorders. Such terms should never be used, other 
than in quotes from the patient, in psychiatirc description or diagnosis. “ae 
NEURASTHENIA A euphemistic term for a vague group of symptoms consisting of mus- 
cular weakness or fatigability, inertia, petulant irritability, aversion to effort, variable aches 
and pains, and minor organic dysfunctions. At present the term has no connotation of organic 
disease of the nervous system. 
NEUROSES A group of behavior dis 
namic stresses, conflicts or uncertaintie: 
anxiety, with its recurrent physiologic manifestations (si ) j 
covert, or 2. by aie oe (hysterical) or organic- icurOHe Kespehasonsatic) dys- 
functions (qq.v.). Generally, the history reveals previous sensitivities and maladaptations z 
frustration and conflict, exacerbation of neurotic symptomatology under duress, and partia 
recovery when stress is relieved either spontaneously or under therapy. For thepretie and 
peal purposes, neuroses are distinguished from DE pi | the criteria listed under the 
atter (q.v.), a a s ansition occur. See Chapter 4. ` 
NEUROSIS. CONVERSION i nah (q.v.) characterized predominantly by dysfunctions 
of (a) sensation or motility (Aysteria) oF (b) one or more organ ayem A i te 
ae anxiety or obsessive-compulsive features (q.v.) may be minimal, especially when the 
ysterical s; 5 serve as a ate adaptations. i A 
NEUROS T COMPULSIVE A neurosis characterized prominen cnt 
tedly irrational but persistent thoughts and impulses, usually combined with phobias. 4 
these are resisted or transgressed, an acute anxiety syndrome occurs (qq.v.). 


in whi is no desire, no af- 
NI mAh F hi „a state in which there is no 7 
Nites Pentre Y From, Buidh U terine fantasies (q.v.) in the sense that 


erie UE Aa tea ona identification (q.v.) as well as sub- 
the latter may connote deeply regressive maternal-cosmic reidentl v 
lime security. 


orders representing suboptimal adaptations to biody- 
s. Neuroses are characterized symptomatically by 1. 
ee Anxiety syndrome), more or less 


OBSESSION A persistent, conscious desire or idea. recognized as Dee te or ries ce 
tional by the subject, which usually impels compulsive acts on pain Pee me 2i ! 7 
are not performed. Obsessions can often be analyzed as conscious re ections of conflictual 
wishes, 
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OCCUPATIONAL THERAPY Treatment by diverting the patient's energies into construc- 
tive recreational or manual pursuits satisfactory to him. 

OLIGOPHRENIA Mental retardation (A. Meyer). 

ONANISM Coitus interruptus. 

ORGASM The height of erotic pleasure, just preceding detumescence and rela 
Generally refers to erotic sensations centered in the 
mouth, breast, 
described. 
ORIENTATION Awareness of place, time, circumst 
ORTHOPSYCHIATRY The comprehensi 
dynamisms of the development of “normal” 
psychiatry and “mental hygiene” (q.v.). 
OVERCOMPENSATION 1. 


ation. 
genitals, but orgastic sensations in the 
anus or even skin (as in Mmasturbatory-equivalent scratching) have been 


ances and interpersonal relationships. 
- interdisciplinary study of the phenomena and 
behavior, with emphasis on child and preventive 


An adaptive process Particularly stressed by Alfred Adler. 
whereby a person overreacts to initial deficiences, handicaps or inhibitions in some sphere of 


activity by becoming exceedingly adept in that field (e.g.. Demosthenes, afflicted with an im- 
pediment of speech in his yout ye 


Y a single behavior pattern becomes adaptive to 
many covert needs tly fixed and resistant to therapy. For instance, 
: y be a combat flier’s initial reaction to a crash 
landing, but later the sa 


J i Se tor not returning to a hated c 
tion for a regressive dependence on a government pension, ete 


In this sense, overdetermi- 
ondensation (q.v.) in the formation f verbal and dream 
symbols. q 9 


PANIC Extreme anxiety, with blind flight or marked disorganization of behavior. 

seem: AGITANS (PARKINSON'S DISE SE). An organic disease of the brain, 
Pan poi ted sad nuclei, caused by inflamation (encephalitis), drugs or senile changes. 
E a ro i asl merir dystonia, Spasticity and tremor, disturbances in 
ota sire ea ‘opulsion, and akathesia) and sometimes by outbreaks of irra- 
PARANOIA Delusions 


of grandiosit i > 
PARAPSYCHOLOGY A system based on oa on. See Psychoses, 


s- S of extrasensory perception (q.v.). 

TIC N ; e sea ic a 
ERVOU € cranio-sacral, vagal, cholinergic and 

athetic nervous system (q.v.). 

Y syphilis of the brain, and generally 
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PERSONALITY Comprises the sum total of the unique behavior patterns of an individual, 
particularly these concerned in his social relationships (c/f. Chapter 6). 

PERSUASION A form of therapeutic influence, usually conceived as verbal, by which the 
patient's motivations, covert as well as conscious, are directed toward goals desired by the 
therapist. 

PHENOMENOLOGY “Reality” as interpreted by the self rather than as an absolute. 
PHENOTYPE Physical build, as the milieu and individual experiences influence the 
genotype. 

PHOBIA A morbid a 


situation or act, generally derived from its symbolic 
reference to an anxiety-ridden previous experience or series of experiences. Specific designa- 
tions, derived from Greek roots, for the almost infinite varieties of phobias are rapidly be- 
coming obsolete, but the following is a partial list arranged by the symbol feared—of many 
terms still found in the literature: Morbid dread of activity, ergasiophobia; of air, aerophobia; 
of animals, zoophobia; of apparitions, phasmophobia; of bees, mellissophobia; of birds, 
ornithophobia; of burial, taphephobia; of cats, ailurophobia, galeophobia, or gatophobia; of 
childbirth, maieusiphobia; of choking, pnigophobia: of climbing, climacophobia; of coitus, cy- 
Pridophobia; of cold, psychrophobia; of color, chromatophobia; of constricted spaces, claus- 
trophobia; of crossing water, gephryophobia: of crowds, oclophobia; of dampness, hydro- 
Phobia; of darkness or night, nyctophobia: of dawn, esophobia; of death, thanatophobia; of 
dead bodies, necrophobia: of deformity. dysmorphobia; of depths, bathophobia; of dirt, myso- 
Phobia; of disease, pathophobia, nosophobia: of dogs, cynophobia; of drugs, pharmacophobia; 
of eating, sitophobia; of everything. panaphobia; of evil spirits, saranophobia; of excreta, 
coprophobia; of contamination by excrement, scatophobia, of exhaustion, kopophobia; of 
fear, Phobophobia; of female genitalia, eurotophobia; of fire. pyrophobia; of fish, icht- 
hvophobia; of food, cibophobia; of gaity. cherophobia: of heat, thermophobia: of heights, 
acrophobia; of hell, hadephobia. stygiophobia; of infestation, parasitophobia: of MURTY, 
'raumatophobia; of becoming insane, Iyssophobia, of insanity, maniaphobia: of irresponsi- 
bility, paralipophobia; of justice, dikephobia; of lightning. keraunophobia: of loneliness, ere- 
miphobia; of marriage, gamaphobia; of materialism, hyclophobia; of micro-organisms, 


bacillophobia; of mirrors, eisoptrophobia; of giving birth to a monster, teratophobia: of 
phobia: of names, onomatophobia; of Negroes, 


Movement, kinesphobia; of nakedness, gymno; sik Ct 
negrophobia; of anything new, neophobia: of odors, olfactophobia, of overwo sie ge 
Phobia; of pain, algophobia: of parasites, parasitophobia; of pleasure. hedonop obia; ol 
Pointed objects, aichomophobia; of poison. iophobia; of poverty. peniaphobia: OK REOIESHUsEY 
ballistophobia; of punishment, mastigophobia: of red, ervthrophobia: of responsibility. hy- 
Pengyophobia; of right, dextrophobia: of seas, thalassophobia: of ae Fin ih 
enisophobia; of sitting, thaassophobia: of small inanimate objects, ac arap a ia; Bs ana es, 
ophidiophobia: of solitary places. agoraphobia: of sounds. acousticophobia. $ Cren —- 
Cenophobia; of specific ‘place, topophobia: of spirits. e i o E, ae 
Phobia; of storms, brontophobia; of strangers. xenophobia; of sunlight, heliophobia; of talking 


; i > i ši hed, hapiephobia: of 
OT stutte: Fan er, tonitrophobia: of being touc! 
ering, laliophobia; of thunder, 107 Tie of trembling. rremophobia, of tubercu- 


touching, aph me a i eccall| 

h , aphephobia; of transgressing. peccaup: Hi ee 64 

losis, tuberculophobia, phthisophobia: of vehicles. amaxophobia; of et es 

of vocal sounds, phonophobia; of vomiting. emetophobia: of nes ydrophobia, oF being 

weak, asthenophobia; of women, gynephobia: of writing, graphophobia RECA 

PHRENOLOGY Correlation of personality trai ormation of the skull (F. Gali). 

Rie! now discarded. 

ae Perversion of the appetite: toxic feeding. 

BE CEE Object or maneuver used solely to P! 
LEASURE PRINCIPLE In psychoanalytic theory. th 


sion to an obje 


ts with conf 


lacate another 
e seeking of release from libidinal ten- 
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sions (giving pleasure) as distinguished from various manifestations of the death-instinct or 
Thanatos (such as in the repetion compulsion or maso. 
PRECONSCIOUS Recallable concepts. 
PREJUDICE An intellectual set which covertl 
evaluation of later experiences according to his 
PREVENTION IN PSYCHIATRY Primary, 
environmentally. Secondary: To limit their occ 
these “preventive” rubrics overlap. 
PRIVILEGED COMMUNICATION Info 
physician. 

PRIMARY PROCESS In Psychoanal 
tions. See Id. 

PROJECTION An unconscious defense 
vations, concepts or acts to others. 
PROLONGED SLEEP Treatment of behav 
induced by drugs such as Paraldehyde or A myta 


chism, qq.v.). 

y biases or distorts a subject’s apperception and 
Predetermined attitudes. 

to forestall behavior disorders genetically or 
urrence. Tertiary: To treat them. Obviously. 
Fmation that ethically cannot be revealed by a 


ysis, instinctive, unreasoned conations, thoughts or ac- 


Process whereby the subject attributes his own moti- 


` TALT A psycholo; 
stimulus-response 


error or automatic association 
ea T FUROŠIS A term now generally used as equivalent to neurosis (q.v.) or some- 
a plying severe neuroses with larval or Minimal ps i cies OF 4 aXtUTES: 
nal psychotic tendencies or admix 
poy CHOPHYSIOLOGIC DISORDERS See Chapter 7 
p A RES A group of grave disorders of behavior, most of which satisfy the legal criteria 
ae A in that the patient is unable to care for himself and/or constitutes a danger to 
Potion — oa however, also fulfill one or more of the following psychiatric critera: (1) 
: f con ac with, or marked distortion of socially accepted interpretations of reality (aS 
sl own in deviated perceptions, thinking disorders, 
persistent disorders of 


: i bit reversio; 
Personality disintegrati s 
released from control. 
(intellectual) capacities 


f atory preoccupations (ideas of inade- 
d Preoccupati 


), episodes o 
dencies, and a 
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PSYCHOSES, INVOLUTIONAL Originally considered to be a definite syndrome 
characterized mainly by melancholia and agitation, generally progressing to hebetude and in- 
a payekosis ee ine involutional period vary widely in 
biel oo 2 s prognosis (see Chapters 7 and 8). 
Pa HOSES MIME Characterized by extreme emotional lability (though with super- 
icially euphoric affect), psychomotor hyperactivity (uninhibited flow of free-acsociative 
speech and conduct), hypersensitivity to stimuli with marked distractibility, and a tendency to 
unorganized delusions of grandiosity. Manic episodes are generally self-limited in duration: 
occasionally, they are apt to recur regularly (cyclic mania) or in alternation with periods of 
depression (manic-depressive psychosis). Rare cases of chronic mania (Schott) have been 
reported. 
PSYCHOSES, 
body, especially in the central nervous 
tors; e.g., psychoses with pellagra, chronic alcoholism, cerebral tumor, brain syphilis, etc. Or- 
Kame Psycho are characterized by dementia and, generally, by impaired affective control. 
PSYCHOSES, PARANOIAC Relatively rare (about 4 per cent incidence) and characterized 
ie aaa, slowly progressive delusions of influence, reference or persecution 
ich, although based on false premises and interpretations, are relatively logical and 
Consistent, and accompanied by appropriate affect. Paranoia is distinguished from the af- 
Jective psychoses and from schizophrenia by minimal affective distortion or personality disin- 
tegration; e.g., the paranoiac system is relatively isolated from the rest of the personality pat- 


ORGANIC Severe disorders of behavior in which pathologic changes in the 
e etiologically significant contributory fac- 


we (see Schizophrenia, paranoid). 

SYCHOSES, SENILE Caused by senile degenerative or arteriosclerotic changes in the 
brain, and generally characterized by progressive dementia (aphasic defects, amnesia for 
recent events), habit deteriorations (¢.g., loss of cultural interests, garrulity, hoarding, per- 
and regressions to puerile affectivity (e.g., the petulant dependence and 
and Alzheimer’s disease. 

, theory and application of the dynamics of total 
and its several specialties. 
avior so as to make it (a) more 


Sonal uncleantines 
selfishness of “second childhood”). See Pic 
SYCHOSOMATIC MEDICINE The studs 
has (biodynamics) in relation to the practice of medicine 
SYCHOTHERAPY The science and art of influencing beha 
efficient and satisfactory to the individual and (b) more compatible with social norms. 


oe Empathy and trust between individuals; in psychiatry, between patient and 
RATIONALIZATION Theeo 
Social expediency) of attitudes, € 
REES or conscious motivations. Bene tee 
affects ION FORMATION In psychoanalytic theory. the process whereby conscious wishes, 
ce ideations or modes of conduct are made defensively co! 
REAGI S overtly reactive cruelty to a daughter to whom he is incestuous a 
r TION TYPE In psychobiology (A. Meyer). the predominant behavior pattern or er- 
OTa Psychiatric patient: i.e., anergasia (intellectually defective). dysergasia (toxic), pa- 
(jereasia (organic), holergasia (psychotic). meregasia (neurotic part-reaction), oligergasia 
RE Parergasia (schizophrenic) and thymergasia (affective psychoses). j 
con ae Y PRINCIPLE In psychoanalytic theory. the modification of the expression of un- 
“'SClous libidinal drives (pleasure principle. Eros) Ot of the death instinets (Thanatos or the 
Beers Principle) by rational consideration of the requ al 
RECIPROCAL INHIBITION In behavior therapy (J. Wolpe). the mitig 


Mereasj 
‘asin, 7” A 
Singly pleasant reassociations. 


y on grounds of “reason,” “logic” 
hese have already been determined 


scious justification (usuall 
oncepts and acts after t 


ly contrary to rejected impulses; e.g., 
ly attracted. 


irements of “reality.” 
ation of aversions by 
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REFERENCE, DELUSION OF A fixed, 
thoughts and actions of others. 

REFLEX In neurophysiology, a sensorimotor neural 
Index for other connotations of the term. > rene 
REGRESSION 1. The resumption, under stress, of earlier and experientially more ale 
tory modes of behavior. 2. In Psychoanalytic theory, the return to infantile phases of libidina 
organization; i.e., narcissistic, oral or anal (qq.v.). 
REM SLEEP Dreaming sleep accompanied b 
total sleep time. 


irrational belief that one is the object of the 


pathway. Cf. Conditioning and the 


y rapid eye movements: occurs about a fifth of 


s angerous 
Onsciously defensive process of banishing dangerou 
. . in 
desires, affects or ideas singly or together, from awareness; distinguished from suppression 
which the control exercised is seemingly deliberate and conscious, 


RESISTANCE In psychiatric, and especially Psychoanalytic, therapy, the reluctance of the 

A i rns of thinking, feeling and acting, however neurotic, an 
aptation. In Psychoanalytic theory, resistance often nes 
‘0's refusal to accept insight into the Unconscious, as 
ert rejection of interpretaion or the development of a negative 


stomed patte 
favor of new and untried modes of ad 


the more limited meaning of the Eg 


iffect, especially in relation to professed 
ideational content and interpersonal relationships. 2. Bizarre Perceptual and category forma- 
tions and thinking disturbances, loosely organized into fantastic delusional systems, and some: 
times projected as hallucinatory experiences. 3, Regression to primitive forms of narcissistic. 
erotic or aggressive expression. 4. Disintegration of behavior with the appearance of stero- 
typies and motor automatisms (qq.v.). For the various clinical forms of schizophrenia. see 
Chapter 8 and below. 
SCHIZOPHRENIA, CA 
bilitas cerea, negativism, 
citement, and occasional periods of remission. 
SCHIZOPHRENIA, HEBEPHRENIC A highly variable form characterized by early onset. 
insidious distortion and blunti i nt hallucinosis and fragmentary delusional 
formations, ‘sms and sterotypies, and progressive de- 
terioration of personal and ts (Kahlbaum, Kraepelin). 
SCHIZOPHRENIA, LATENT Schizoid or schizophrenic tendencies likely to find overt 
expression under unfay, js 


£ onsy, flexi- 
Y motor disturbances (catalepsy, fle 

k rake 
Stupors or acute outbreaks of hallucinatory € 


the developme: a : 


in which organic changes i 
etiologic factors). 


Perversions of behavior; howev 


: Ontraction of interests and deviations of 
er, except in So-calle 
no demonstrable loss of basic a 


d process (organic) schizophrenia, there is 
bilities. 
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SCREEN-MEMORY 1. A relatively acceptable memory recalled in place of one charged 
(cathected) with greater anxiety. 2. A retrospective illusion. 

SECONDARY GAINS Incidental (epinosic) advantages of a neurosis. 

SECONDARY PROCESS Rationally adaptive (Ego-syntonic) as opposed to unreasoned in- 
stinctive (Id) thought and conduct. 

SHOCK-TREATMENT The subjection of psychiatric patients to convulsive doses of 
Metrazol, carbon dioxide, insulin or Indoklon, or to an electric current passed through the 
brain. 

SOCIOPATH: SOCIOPATHIC PERSONALITY Generally refers to an individual who is 
not readily classifiable as predominantly intellectually defective, autoplastically (q.v.) neu- 
rotic, or definitely psychotic (qq.¥.). but whose behavior is characterized by episodic impul- 
Sivity, irresponsibility, lack of emotional control, and inadequate or unstable educational, 
marital, occupational and other social adaptations. Sociopaths are prone to come into conflict 
with police or other social authorities a tendency used by some to distinguish them from a 
group of “neurotic characters” who keep their eccentricities and aberrations (¢.g., extreme 
Prejudices, exc e religiosity, obsessive-compulsive-phobic behavior, etc.) within the bounds 
of law and custom. Formerly psychopathic personality. 

SODOMY Anal intercourse. 

STEREOTYPY Repetitiousness in speech or action. . r 
SUBLIMATION A “normal” process of directing unconscious and essentially selfish moti- 
vations into socially acceptable services or creative activities. 
SUBSTITUTION The replacement of conations, affects, concepts or aci 
lesser charge of anxiety. 

SUGGESTION A process of gestural or verbal communication 
another's evaluations of him (rransference relations, q.¥.) to chai 
into desired patterns. 

SUPEREGO In psychoanalytic theory, 


ts by others with a 


by which one person may use 
nnelize the latter's behavior 


that portion or function of the psyche which (a) as 
conscience, prohibits the Ego from direct forms of instinct-expression and thereby prompts the 
chanisms against unconconscious Id impulses, and (b) 
as Ego-ideal, channels behavior along patterns similar to those of other individuals with 
whom the subject wishes to identify (i.¢., whose advantages he covertly or consciously desires). 
SUPPRESSION The deliberate subjugation and control of impulses, ideas, affects and acts 
felt to be dangerous. 

SURROGATE One person placed in another's role . are an 
SYMBOL The more or less remotely displaced representation of an experience in imagery. 
SYMBIOSIS An intense, mutually advantageous relationship between or among organisms. 
SYMPATHETIC NERVOUS SYSTEM That portion of the nervous $ at innerva 
the organs and glands of the body, as distinguished from the peripheral nerves which innervate 
the mu and eines organs The SNS is usually divided functionally into the orthosym- 
Pathetic NS (generally catabolic) and the parasympathetic NS (generally anabolic ) (qq.v.). 


individual to utilize various defense me’ 


tem that innervates 


T-GROUPS Unstructured communication to establish “self-realization” and empathy among 
J à aini “sensitivity.” 

Small assemblages of individuals for purposes of training (T) or “sensitivity 

TEST Any controlled or standardized situation for investigating the behavior patterns of a 
subject, Tests frequently referred to in the literature are 
havior tested: 

TESTS, INTELLIGENCE (q.v.) Cattell Infant Intellig 


fants from 2 to 30 months of age. Scored like the Stanfe i 
Test. Stresses performance over verbal facility and is therefore more accurate in the presence 


of language difficulties than in the Stanford-Binet (q.v.). Measures also rate of development 


here grouped as to the field of be- 


ence Scale. Performance levels for in- 
yrd-Binet (q.V.). Kuhlman Intelligence 
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(P.A.), speed and accuracy. Oris Self-Administering. Four alternate forms for rough ETEA 
of average perceptive-integrative capacity, especially as to speed and alertness. Sranfon =. a r 
(revised). Test items are arranged in year levels from two to superior adult. The level at whicl 

> his total score is his mental age; this divided by 
ence quotient (1.Q.). Tests results are relatively 
accurate for middle-class children, but not as reliable for adults unless even more contingently 
interpreted. The “normal” range is from 90 to 109; other ranges are: 0-24, idiot; 25 49, ae 
becile (both requiring custodial care); 50-69, moron, Tequiring special extramural supervision; 
70-79, borderline; 80-89, dull, normal; 110-124. Superior; 135-139, very superior, 140 
maximal. Irregularity in performance and failures in abstract items may indicate organic de- 
terioration. Wechsler-Bellevue Intelligence Scale. A verbal and performance test standardized 
on adults, which investigates information, comprehension, arithmetical reasoning, digit 
ompletion and object assembly; or, as an 
are weighted for speed and accuracy, and dif- 


chiaroscuro effects (K), banal (P) or original (O) 
Content, etc. Scoring indicz 8. “pedantry"), special interests and 
elligence. In addition, the Patient's performance may reveal de 
tions of affect, and neurotic or psychotic tendencies. The administration and evaluation of the 
Rorschach test requires speci ining and skill, else its reported results may be seriously 
S expressed preferences among a series of photographs is 

held to be psychiatrically di ic; hi 


ly dubious rationale and reliability. Thematic Apper- 


SIS Clarification 


: 4 Of personal interactions in terms of “child, 
with analysis of individual 


“scripts,” maneuvers for advantage, etc (E. 


h (transfer) of desires, feelings and rela- 
the subject with Te i ibli onto 
, Sobre Me gard to his parents and siblings, oni 

other persons who, in the subje des, are assigned parental or other familial 
sis the unconscious attitude of the 
e latter is fantasied, e.g., maternal, rivalrous, 


Choanaly: 


accordingly. 
TRANSVESTISM Pleasure 
TRIAGE In clinical Psychiat 
crisis situations. 


Physically to the Opposite sex and to act 


in dressing as the opp 


osite sex, 
ty. the rapid diagnosi 


S and therapy of acute behavior disorders in 
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TYPES OF CHARACTER, PERSONALITY OR PHYSIQUE The various classifications 
are legion, but the following are most often referred to in the literature: 

Draper, G.: The hereditary characteristics of an individual (biotype as derived from genotype), 
further modified by environment (phenotype). 

Galenic-Hippocratic (humoral). CHOLERIC (dominated by “yellow bile”): mercurial, ir- 
ritable, impulsive. MELANCHOLIC (dominated by “black bile’): brooding, emotional, 
depressive. PHLEGMATIC (dominated b hlegm™): slow, apathetic, stolid. SANGUINE 
(dominated by “strong blood”): impulsive, active, optimistic. 

Hippocratic. HABITUS APOPLECTICUS Thick-set, hea 
plexy. HABITUS PHTHISICUS Tall, slender, angular body-build susceptible to pulmonary 
disease. 

Jaensch, W. B, BASEDOW, or integrated constitution, characterized by a capacity for 
voluntary control of eidetic imagery (q.v.), a tendency to hyperthyroidism, relatively stable 
emotional organization and a typical digital end-capillary structure. 7, TETANIC or unin- 
tegrated constitution, distinguished by lesser control of imagery, low blood calcium, 
hypersensitivity to stimuli and dissociated personality reactions. Recent work indicates that the 
Jaensch typology, especially that concerned with its racial implications, has very little scentific 
validity, 

Jung, C. INTROVERTED Self-concerned, ruminative, remote, 


schizoid behavior. EXTRAVERTED Objective, sensitive to external affairs, emotionally la- 
e disorders. Jung also speaks of: FEELING 


TUITIVE TYPES markedly influenced by 


y body-build, susceptible to apo- 


imaginative, inclined to 


bile, active, energetic; inclined to manic-depressiv! 
TYPES, with labile and sensitive affect, and IN 
their unconscious racial and personal heritage. : 
Kretschmer, E. ASTHENIC OR LEPTOSOMIC Characterized by leanness, underweight, 
flat chest and underdeveloped muscular system, especially marked in the phthisoid subgroup. 
ATHLETIC Characterized by robust musculo-skeletal development. DYSPLASTIC A group 
of “body-types” which show wide anthropometric deviations from the other three types, and 
which tend to schizothymia. PYKNIC Short, stocky, large body cavities, bradycephalic; in- 
clined to cyclothymia. 

Sheldon, W. ECTOMORPHIC Characterized by predominant development of the ectoderm 
(epidermis, sense organs and central nervous system), hence sensitive and hyperreactive. 
ENDOMORPHIC Predominant endoderm derivatives (mainly gastrointestinal organic), 
hence interest in nutritive living. MESOMORPHIC Predominantly skeletal and muscular, 
hence active and energetic. All persons are classified as a mixture of these fundamental 
“types,” graded as to predominance on a scale of | to T: > 

Stockard, C. R. “LATERAL” as distinguished from “LINEAR body types. 

Viola, G. MICROSPLANCHNIC A “body-type™ with small viscera and well developed 
Soma, as distinguished from MACROSPLANCHNIC, corresponding to the pyknic (cf. 
Kretschmer). NORMOSPLANCHNIC OR EUMORPHIC designates a normal inter- 
mediate or optimal “body-type.” 

UNCONSCIOUS 1. In general, any behavioral process of which the subject i e aiio 
aware. In addition, unconscious has many meanings as variously used mwy ae AES, 
ranging from stuporous to vaguely mystic connotations of soar AREE oe e 
Miller). 2. In psychoanalytic topography. that portion of the psyche E ie e ; 
instincts, plus those large parts of the Ego (adaptive) and Superego (se T IS oe at 
the Personality which are in contact with the Id, and the functions of which are not available 
to direct awareness (consciousness) OT immediate recall and introspection (pre-conscious). 

UR TOING A dereye oop mra ia al but indestructible faiths in 


UR-DEFENSES (-DELUSIONS, -ILLUSIONS). Irrational a 
one’s own (1) physical powers, (2) supposed friends and (3) magical concepts and practices. 
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VOYEURISM Excessive pleasure in seeing the opposite sex Partially or wholly nude. 


WORKING-THROUGH 1. In general, an active te-exploration of a problem situation until 
satisfactory solutions or adap 


t , tations are found and firmly established. (2) In psychoanalysis, 
the tracing of a symbolism to its “deepest” unconscious sources. 


oo PHENOMENON The drive to complete an unfinished task (B. Zeigarnik, 
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Child development, 78 
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Death instinct (Case 6), 30 
Déjà vu, 44 
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cultural, 157 
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religious, 157 
Dementia, 69 
types, 72 
Denial (Case 9), 47 
Depression 
dynamics, 144 
ontology, 106 
regression, 144 
schizoid, 144 
syndrome, 144 
Dereism, 131 
Diagnosis 
criteria, 2 
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definition, 1 
differential, 2, 88 
psychoses, 137 
relativity, 128 
relevance, 124 
typology, 7 
variable (Case 3), 21, 96 
vectors, 7 
Disease 
cardiac, 38 
endocrine, 39 
hypoglycemic, 38 
neurologic, 38 
thyroid, 38 
toxic, 39 
Dreams 
aggression (Case 15), 61; 
(Case 18b), 64 
anal (Case 18b), 64 
analysis, 59 
anxiety (Case 16), 63 
associations (Case 15), 62 
(Case 10), 50 
castration (Case 17), 63 
defiance (Case 24c), 66 
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diagnosis, 59 
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6l 
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wishful, 61 
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miracle, 99 
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2), 12 
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asthma, 79 

cardiac, 79 

depressions, 83 
dermatitis (Case 37), 103 
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mania, 83 

ontology, 78 

organ, 78 
Psychophysiologic, 34, 75 
Psychotic, 83 
schizophrenia, 83 
vascular, 79 
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Echopraxia, 162 
Ego 

alien, 44 


Strength, 28 
Electroencephalography, 120 
Emotions, 76, 86 
Epilepsy 

(Case 41), 119 

hysterical (Case 3), 16; (Case 

30), 83 

sympathetic, 39 
Ergasias, 2, 126 
Eros, 46 
Etiology, cultural, 107 
Euphoria, 142 

(Case 9), 47 

Teactive, 47 


Faculties, 70 
Flexibilitas cerea, 162 
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Fugues, 54, 118, 126 
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(Case 41), 119 
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Ganser syndrome, 84 
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Hallucinations (Case 47), 156 
Happiness, 142 
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Homicide (Case 11), 52 
Omosexuality, 13 
female (Case 3} 17 
Panic, 53 


(Case 6), 30 
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psychotic, 128 
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Huntington’s chorea, 134 
Hypertension (Case 9), 47 
Hyperthyroidism, 37, 89 
Hypnagogy, 155 
Hypnosis, 99, 157 

lethal, 117 


Hypochondriasis, 101 dynamics, 50 
Hypomania Melancholia (Case 43), 145 
(Case 42), 142 Memory, 70 


dynamics, 142 psychoses, 130 


Hysteria, 83 Mesmerism, 157 
(Case 3), 13 Metabolism (Case 8), 43 
fugue, 84 M'Naghten Rule, 118 


pseudopsychoses, 84 Moral insanity, 6 


stigmata, 36 
Negativism, 163 
Neologisms (Case 50), 162 
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Neurasthenia, 95 
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Illusions, 155 (Case 2), 10 
isolation, 141 Neuroses 
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amaurosis (Case 29a), 81 
anxiety, 34, 36 

combat, 82 

conversion, 81 
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diagnosis, 33, 34 

etiology, 138 

experimental (Case 36), 101 
history, 35, 125 


(Case 2), 10 

depression, 144 
Impulses, 119 
Indifference, la belle, 82 
Inferiority, constitutional, 6 
Inquisition, 157 
Insight, 66, 67 

adverse, 117 


Intelligence 
clinical, 10 hysterical, 40, 81 
criteria, 69 musculoskeletal (Case 29c), 
g-factor, 71 81 
measurement, 71 narcissistic, 126 
quotient, 71 nosology, 125 
vectors, 70, 71 organic, 33, 138 
Isolation, 140 overlay, 33 
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chronic, 144 defects, 1 
Mannerisms, dynamics, 46 DSM II, 1 
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humors, 125 
military, 126 


Obsessions 
(Case 3), 14 
differential, 44 
homicide, 52 
Oneirophrenia, 128 
Ontology, 106 
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Paranoia, 136, 137 
Penury (Case 1), 8 
Peptic ulcer, 89 
Perception 
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varieties, 44, 45 
Phrenology, 70 
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Prognosis, 3 
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Pseudocyesis (Case 28), 79 
Pseudomania, dynamics, 143 
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Personality, 5 
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definition, 123 

derivation, 6 

disorders, 5 

dysocial (Case 4), 22 

evaluative, 124 

inadequate, 6 

infantile, 6 

multiple, 84 


“normal” (Case 7), 40 
obsessive, 8 
penurious, 8 
Prognosis, 32 
ritualistic, 49 

(Case 7), 40 

(Case 8), 42 
sociopathic, 6 

(Case 2), 10 


Psychopharmacology, deliria, 
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Psychiatry 


forensic (Case 41), 121 
military, 149 


Psychosomatics 


(Case 32), 86 

cultural, 107 

dermatitis (Case 35). 93 

diagnosis, 88 

dynamics, 75 

history, 75 

ontology, 106 

onychocryptosis (Case 32), 
86 

Pathology, 88 

Raynaud's (Case 33), 89 

renovascular (Case 34), 92 

specificity, 85 

variability (Case 31), 86 


Psychoses 


acute, 136 

affective, 134 
cerebral, 132 
chronic, 136 
compensatory (Case 43), 146 
criteria, 129, 130, 137 
definition, 123 
depressive, 134 
diagnosis, 5 

drugs, 139 

ethology, 138 

health: 132 

history, 125 


a isolation, 132 
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manic, 134 

narcissistic, 106 
nosology, 125 

Organic, 131, 133 
schizoaffective, 115, 136 
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summary, 137 

therapy, 163 

transitional (Case 39), 111 
validity, 128 


Rage, 77 
Reaction 
catastrophic, 77 
psychophysiologic (Case 3), 
13 
Reactions, mixed (Case 38). 
108 
Reality, 154 
definition, 124 
parameters, 130 
psychoses, 130 
Regression, 45 
(Case 3), 21 
combat, 149 
depressed, 144 
neurotic, 146 
psychoses, 130; (Case 44), 
147, 149 
therapeutic, 147 
Relationships, interpersonal, 
124 
Repetition compulsion, 46 
Retardation 
definition, 69 
history, 69 
prognosis, 73 
therapy, 74 


Schizophrenia 
childhood, 127, 136 
development, 150 
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process, 127 
pseudoneurotic, 128 
sensorium, 155 
symbolism (Case 46), 154 
thought, 154 
three-day, 129 
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Sex 
deviates, 31 


frigidity (Case 13), 60 
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Shock, 54 
Sleep deprivation, 138 
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Prognosis (Case 2), 11 
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72 
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Psychoses, 132 
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Phobias, 45 
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Therapy 
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catharsis (Case 34), 93 
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(Case 35), 95, 102 
compulsions (Case 12), 54 
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crisis (Case 6), 29 
deconditioning (Case 8), 43 
delirium, 95 
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diagnostic, 35 
experimental (Case 36), 101 
family (Case 35), 95 
functions, 96 
hypnosis, 36 
hysteria (Case 3), 19 
mystique, 99 
overdependent, 105 
phobias, 50; (Case 11), 52 
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psychophysiologic, 96 
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Raynaud's disease, 91 
reorientation, 102 
retraining, 101 
semantics, 96 
skill, 67, 68 
sociopathy (Case 2), 11 
suggestions, 34, 35 
suggestive, 35 
summary, 104 
surgical, 101 
suspicious, 99 
systems (Case 6), 30 
tests, 35 
transference, 98 
Time, sense, 154 
Toxicity 
barbiturates, 94 
bromides, 94 
Transference 
negative, 100 
sociopathy (Case 2), 12 
Trauma 
cerebral (Case 41), 119 
psychologic, 114 
Typology, history, 8 


Uncertainty, 140 


Verbigeration, 161 
Violence, psychoses, 132 
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